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THE COMMITTEES ON GERIATRICS: 
AN INTRODUCTION 


HERMAN SEIDEL, M.D. 


The Committees on Geriatrics (of the Baltimore City Medical Society) are sincerely grate- 
ful for the courtesy extended to them by the editor of the Maryland State Medical Jour- 
nal, Dr. George H. Yeager, to dedicate the November issue to geriatrics. 

The articles published in this issue definitely do not cover the subject of geriatrics or 
gerontology. The field of the two has widened considerably during the past decade and a 
half and the accumulation of knowledge and experience on these subjects is considerable. 
However, we are grateful for this limited beginning. We are hopefully looking forward to 
greater achievements as time goes on. 

Geriatrics as the clinical arm of gerontology is steadily gaining ground. It has gained 
recognition to a point where the American Medical Association has a special committee 
to concern itself with the development of this clinical branch of medicine. Gerontology 
has already stock piled a wealth of facts and knowledge on the processes of senescence and 
the role of the hormones, steroids, and the biochemicals in this process. Geriatrics and 
Gerontology have at their disposal three publications. Gerontology, published by the 
American Gerontologic Society, Geriatrics the Journal of the American Geriatrics Society 
and Geriatrics, published under the editorship of Dr. Walter C. Alvarez. Many medical 
schools have added the subject of geriatrics to their curriculum and many others have 
special committes on their faculties to encourage the development of these subjects. The 
general practitioner, the internist, and the specialist are all very much alerted to the 
needs of the older patient and the care and study that he requires. Dr. Alvarez, editor of 
Geriatrics, has already welcomed geriatrics as the youngest specialty. 

In our community, in the city of Baltimore, the beginnings of attention to geriatrics is 
dated back to 1947. This in fact, makes this the 10th year, and we may consider the dedi- 
cation of the November issue of the Journal of the State of Maryland as a fitting celebra- 
tion of the 10th anniversary of the establishment of the first committee on geriatrics which 
was appointed by Dr. C. Reid Edwards, December of 1947. 
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A brief chronologic listing will help highlight some of the activities of the committee 
during the years of its existence. After the first year and a half, which were spent in orienta- 
tion, the committee organized, in 1950, a city wide conference on the nursing care of the 
aged person. It was an all day affair, had two sessions at which several important papers 
dealing with these problems were read and discussed. 

This conference which was very well received by the local press and the public, spark 
plugged the action of Mayor Thomas D’Alesandro who, in 1951, through the Baltimore 
City Council passed a resolution to appoint a committee to make a study of the situation 
of the nursing and convalescent homes in the city of Baltimore in which members of the 
geriatrics committee participated and functioned as the medical advisors on the nursing 
care, dietetic needs, and medical supervision of the aged person in these homes. 

In 1952, following the International Gerontologic congress held in the fall of that year, 
in the city of St. Louis, several delegates from abroad to that congress were invited to 
Baltimore and under the auspices of the Committee on Geriatrics a whole week end was 
devoted to panels and papers by the visiting delegates. 

In 1953, the Committee on Geriatrics organized several clinics in a number of hospitals, 
at the Baltimore Home of Incurables and at the Hebrew Home for the Aged and Infirmary. 
In the same year there was organized a Bookmobile of a collection of books on geriatrics 
which were placed at a number of hospitals for the medical staffs to review and the Mayor Co 
Committee. 

In 1954 a venture was carried out jointly with the Baltimore Museum of Art under the 
title Man and His Years in Art and Life. It consisted of an exhibition of a collection of 
paintings and etchings and other forms of presentations in picture, depicting the older 
person as well as productions of art by older persons. This very sizeable collection gathered 
in by the Museum of Art from all over the States and beyond made a deep impression on 
our community as well as outside of our community. It attracted visitors from a number of 
cities, it was run for four weeks and according to the records of the Baltimore Museum of 
Art was visited by 15,000 persons. 

This was a joint venture by the Committee on Geriatrics of the Medical and Chirur- 
gical Faculty of the State of Maryland together with the Committee on Geriatrics of the 
Baltimore City Medical Society. 

In 1955 another joint venture by the two committees brought to Baltimore the conven- 

tion of the American Gerontological Society which was held in the early fall of that year. 
This gathering attracted a good deal of attention. There were a considerable number of 
delegates, there were numerous clinics and symposia participated in by local physicians. 
Our city medical society played host to the delegates by extending to them a warm welcome 
and a special reception. In 1956, amongst some routine activities the city committee 
jointly with the Committee of the Faculty organized a meeting for the discussion of the 
educational problems of geriatrics. This meeting was held at the Hebrew Home for the 
Aged and Infirmary at Levindale. It was participated in by the deans of our two medical 
schools as well as by representatives of the larger hospitals and the members of the two 
committees. 
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This undertaking in the Journal has likewise been carried out by the Committee on 
Geriatrics of the Baltimore City Medical Society with the cooperation of the members of 
the Committee on Geriatrics of the Medical and Chirurgical Faculty who have gra- 
ciously joined to help carry out his undertaking, for which we are very thankful. 

Before closing we take this opportunity to extend our thanks to the Committee con- 
sisting of Dr. V. L. Ellicott, chairman, and Dr. George S. Mirick and Dr. Louis Krause 
and the participants who provide the material that makes up this issue. We anticipate 
that this may become an established activity of the geriatrics committee or committees 
that will exist in the future. 

2404 Eutaw Place 
Baltimore 17, Maryland 
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OLD AGE THROUGH THE AGES 


LOUIS KRAUSE, M.D.* 


How old do we hope to be? There are three 
figures given in the Bible. The smallest figure in 
the Psalms ninety, verse ten, is seventy; “The 
days of our years are threescore years and ten; 
and if by reason of strength they be fourscore 
years, yet is their strength labour and sorrow; 
for it is soon cut off, and we fly away.” The next 
figure in Isaiah (sixty-five, verse twenty), states 
one-hundred years; ‘“There shall be no more 
thence an infant of days, nor an old man that 
hath not filled his days: for the child shall die 
an hundred years old; but the sinner being an 
hundred years old shall be accursed;” and finally 
the highest figure of one hundred and twenty 
years in Genesis (sixth chapter, third verse); 
“And the Lord said, My spirit shall not always 
strive with man, for that he also is flesh: yet his 
days shall be an hundred and twenty years.” 
This, of course, is conjecture, and the highest 
figure probably stems from Egyptian influence 
since in Egypt, at that time, people were re- 
ported to be frequently one hundred and twenty 
years of age. 

Medical science is unable to give a definite 
figure, but certainly we are expecting the new- 
born today to reach seventy years of age, and 
without a doubt that figure will be exceeded in 
the future. Bear in mind that we do nothing at 
this present date to delay old age or stop the 
process that time causes. We believe that the 
diseases that kill the old man and old woman will 
be controllable sometime. It is true that no pa- 
thologist can look at a slide and say that the 
patient died merely of old age. There is always 
some disease process present. Today we prevent 


* Professor of Clinical Medicine, University of Maryland, 
Baltimore, Maryland. 


and cure many diseases in young life and middle 
age and that accounts for the most part why so 
many people are getting to be sixty-five and 
seventy years of age. 

Old age generally has not been enjoyed or 
looked upon with favor by the peoples in the 
past, nor is such the case today. The hieroglyph 
of old age in Egypt was a bent figure of an old 
man with a cane. The Bible, notably in Ecclesi- 
astes, looks upon old age as the evil days and 
describes the breakdown of our faculties and our 
abilities. This beautiful gem depicting the physi- 
cal breakdown due to old age is in the book of 
Ecclesiastes or Qoheleth, as follows: 


“Remember now thy Creator in the days of thy youth, 
while the evil days come not, nor the years draw nigh, 
when thou shalt say, I have no pleasure in them; 

While the sun, or the light, or the moon, or the stars, 
be not darkened, nor the clouds return after the rain: 

In the day when the keepers of the house shall tremble, 
and the strong men shall bow themselves, and the 
grinders cease because they are few, and those that look 
out of the windows be darkened, 

And the doors shall be shut in the streets, when the 
sound of the grinding is low, and he shall rise up at the 
voice of the bird, and all the daughters of musick shall 
be brought low; 

Also when they shall be afraid of that which is high, 
and fears shall be in the way, and the almond tree shall 
flourish, and the grasshopper shall be a burden, and 
desire shall fail; because man goeth to his long home, and 
the mourners go about the streets: 

Or ever the silver cord be loosed, or the golden bowl be 
broken, or the pitcher be broken at the fountain, or the 
wheel broken at the cistern. 

Then shall the dust return to the earth as it was: and 
the spirit shall return unto God who gave it.” 


In the classical periods of the Greek and Ro- 
mans, there are many references to old age: 
Aristotle, Plato, etc. In Terence’s Phormio, we 
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find the well-known line: ‘“‘Senectus ipsa est 
morbus” (Old age is a disease), which unfortu- 
nately characterizes the attitude of most physi- 
cians from ancient times down to our own. This, 
I believe, is wrong and will be proved wrong. 

Cicero (106-43 B.C.) has given us a beautiful 
story of old age in his de Senectute. 


“T am in my eighty-fourth year... . / As you see, old 
age has not quite enfeebled me or broken me down; the 
senate-house does not miss my strength, nor the rostra, 
nor my friends, nor my clients, nor my guests. For I have 
never agreed to that old and much-praised proverb 
which advised you to become an old man early if you wish 
to be an old man long. I for my part would rather be an 
old man for a shorter length of time than be an old man 
before I was one. 

Life’s race-course is fixed; Nature has only a single 
path and that path is run but once, and to each stage of 
existence has been allotted its own appropriate quality; 
so that the weakness of childhood, the impetuosity of 
youth, the seriousness of middle life, the maturity of old 
age—each bears some of Nature’s fruit, which must be 
garnered in its own season. Each has something which 
ought to be enjoyed in its own time.... 

I suppose that you hear, Scipio, what your Grand- 
father’s host, Masinissa, is doing at this day, at the age of 
ninety. When he has commenced a journey on foot, he 
never mounts at all; when on horseback, he never dis- 
mounts; by no rain, by no cold, is he prevai'ed upon to 
have his head covered. There is in him the greatest 
hardiness of frame; and therefore he performs all his 
duties and functions of a king. Exercise, therefore, and 
temperance, even in old age, can preserve some remnant 
of our pristine vigor... . 

As I like a young man in whom there is something of 
the old, so I like an old man in whom there is something of 
the young; and he who follows this maxim will be an old 
man in body, but he will never be an old man in mind. 

Intelligence, reflection, and judgment reside in old 
men.... / Age, especially an honored old age, has so 
great authority that this is of more value than all the 
pleasures of youth. 

Old age is the consummation of life, just as of a play. 
... The harvest of old age is the recollection and abun- 
dance of blessings previously secured... . 

To those who have not the means within themselves of 
a virtuous and happy life, every age is burdensome.” 


Another writer near that era, Horace (65-8 
B.C.), gave us in a poem, Ars Poetica: 


“Gray hairs have many evils; without end 
The old man gathers what he dare not spend, 
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While, as for action, do what he will, 

’Tis all half-hearted, spiritless, and chill; 

Inert, irresolute, his neck he cranes 

Into the future, grumbles and complains, 
Extols his own young years with peevish praise, 
But rates and censures these degenerate days.” 


For those who wish the original, it is as follows: 


Multa senem circumveniunt incommoda, vel quod 
Quaerit et inventis miser abstinet ac timet uti, 
Vel quod res omnis timide gelideque ministrat, 


Dilator spe longus, iners avidusque futuri, 
Difficilis, querulus, laudator temporis acti 
Se puero, castigator censorque minorum. 


Thus the ills encompassing an old man include 
his desire for gain, his miserliness, his lack of 
energy, his greediness for longer life, his quarrel- 
someness, his praise of the older days, and his 
condemnation of the younger generation. These 
lines were to be found with many variations and 
with different literary relationship during the 
succeeding thirteen centuries. Many of the poets 
have included it in their writings. There is little, 
however, in Shakespeare, but some reference is 
in Chaucer in the Canterbury Tales, particularly 
in The Reeve’s Tale. Since that day the subject 
has been continued. We find a beautiful de- 
scription of the psychological side of old age by 
Oliver Wendell Holmes in his poem, The Last 
Leaf: 


And I saw him once before, 
As he passed by the door 
and again 
The pavement stones resound 
As he totters o’er the ground 
With his cane. 
They say that in his prime, 
E’re the pruning knife of time 
cut him down, 
Not a better man was found 
By the crier on his round 
Through the town. 
But now he walks the streets 
And he looks at all he meets 
Sad and wan, 
And he shakes his feeble head, 
That it seems as if he said, 
“They are gone.” 
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The mossy marbles rest ; 
(tombstones of graves of his loved ones an 
friends.) 

On the lips that he has prest 
(The lips of loved ones that he kissed when they 
were living) 

In their bloom, 
And the names he loved to hear 
Have been carved for many a year 
On the tomb. 
(All his loved ones and friends are gone. He alone 
survives but has no living bond with the living.) 

My grandmama has said 

Poor old: lady, she is dead 
Long ago 

That he had a Roman nose, 

And his cheek was like a rose 
In the snow. 

But now his nose is thin 

And it rests upon his chin 
Like a staff. 

And a crook is in his back 

And a melancholy crack 
In his laugh. 

I know it is a sin 

For me to sit and grin 
At him here 

But the old three cornered hat, 

And the breeches, and all that, 
Are so queer. 

And if I should live to be 

The last leaf upon the tree 
In the Spring, 

Let them smile as I do now 

At the old forsaken bough 
Where I cling. 


This pluinbs the depth of the Winter of life as 
far as mental reaction is concerned. 

And finally we have a lovely description of old 
age by Henry Wadsworth Longfellow in his 
poem, Poem for the Fifteenth Anniversary of the 
Class of 1825 in Bowdoin College: 


But why, you ask me, should this tale be told 

To men grown old, or who are growing old? 

It is too late! Ah, nothing is too late, 

Til the tired heart shall cease to palpitate. 

Cato learned Greek at eighty; Sophocles 

Wrote his grand (Edipus, and Simonides 

Bore off the prize of verse from his compeers, 

When each had numbered more than fourscore years, 
And Theophrastus, at fourscore and ten, 
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Had but begun his ‘Characters of Men.” 
Chaucer, at Woodstock with the nightingales, 
At sixty wrote the Canterbury Tales; 

Goethe at Weimar, toiling to the last, 
Completed Faust when eighty years were past. 
These are indeed exceptions; but they show 
How far the gulf-stream of our youth may flow 
Into the arctic regions of our lives, 

Where little else than life itself survives. 


As the barometer foretells the storm 

While still the skies are clear, the weather warm, 
So something in us, as old age draws near, 
Betrays the pressure of the atmosphere. 
The nimble mercury, ere we are aware, 
Descends the elastic ladder of the air; 

The telltale blood in artery and vein 

Sinks from its higher levels in the brain; 
Whatever poet, orator, or sage 

May say of it, old age is still old age. 

It is the waning, not the crescent moon; 
The dusk of evening, not the blaze of noon; 
It is not strength, but weakness; not desire, 
But its surcease: not the fierce heat of fire, 
The burning and consuming element, 

But that of ashes and of embers spent, 

In which some living sparks we still discern, 
Enough to warm, but not enough to burn. 


What then? Shall we sit idly down and say 
The night hath come; it is no longer day? 
The night hath not yet come; we are not quite 
Cut off from the labor by the failing light; 
Something remains for us to do or dare; 
Even the oldest tree some fruit may bear; 
Not (dipus Coloneus, or Greek Ode, 

Or tales of pilgrims that one morning rode 
Out of the gateway of the Tabard Inn, 

But other something, would we but begin; 
For age is opportunity no less 

Than youth itself, though in another dress, 
And as the evening twilight fades away 

The sky is filled with stars, invisible by day. 


11 East Chase Street 
Baltimore 2, Maryland 
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THE SINGULARITY OF THE (OLDER) PATIENT* 


MILTON LANDOWNE?{ 


The art of medicine finds a most challenging 
development in the field of general practice. Un- 
der varying and often adverse environmental 
circumstances, the practitioner achieves crea- 
tiveness, versatility and even prodigious produc- 
tivity. Like other artists, the practitioner’s daily 
living is often earned in minor achievement 
rather than by monumental masterpieces, and 
he is dependent upon patronage, whose judge- 
ment may not always coincide with that of con- 
temporary experts or of posterity. 

In other fields as well as medicine the artist 
has always utilized, to his advantage, advances 
in the sciences and technology of his time. The 
past century, and in particular the past half- 
century, has witnessed great scientific develop- 
ments of service to medicine. The resulting 
complicated and impressive technology may 
threaten to overwhelm the physician, destroy 
his art and replace it with a trade organization 
offering a mail-order type of service, which 
channels its efforts to the real or directed re- 
quirements of the mode, rather than to the 
individual. This cultural devaluation has ap- 
peared in several contemporary professional 
fields other than medicine and in some aspects of 
our social thinking. Because it yields statistically 
good results, both in terms of customer satisfac- 
tion and of profits, it represents good business 
practice. It would be most unfortunate for the 
individual, and ultimately for society, if this 
were to happen in medicine. Health as a concept 
and the concern for self are very personal mat- 
ters. In order to maintain vigor in the art of 
medicine, the practitioner ought to be encour- 

* Adapted from a paper presented at the Third Inter-city 
Jewish Hospital Clinic Day, Baltimore, January 23, 1954. 

+ From the Gerontology Branch, National Heart Institute, 
National Institutes of Health, Bethesda, and the Baltimore 


City Hospitals, Baltimore, Maryland. At present Medical Di- 
rector of the Levindale Hebrew Home and Infirmary. 


aged to continue in this art, and to use science 
to his own purposes. 

My effort at encouragement arises from the 
ambivalent perspective of a middle-ground inter- 
est in the analytical or ‘scientific’ aspects of 
nature, on one hand, and in the clinical or ‘total’ 
picture of human illness on the other. Such a 
viewpoint is akin to being on the bridge between 
castle and field in heraldic battle; for among 
other things, one is directly over the moat. One 
of the planks of this bridge—which may at times 
be an obstacle to passage in either direction—is 
the uniqueness of man, and in particular of the 
older man. 

The individuality that stems in the fertilized 
ovum from the prior chromosomal maturation 
and reduction division which yielded each of the 
paired gametes, is intensified by the effects of 
differing intimate environments and personal 
history. In an unrestricted society, the longer 
man survives the greater the number and variety 
of influences he may encounter, and although 
there is greater likelihood of exposure to any par- 
ticular factor, the probability of complete simi- 
larity becomes less and less. Not only are no two 
people exactly alike but no two people are en- 
tirely normal; if by normal we mean ‘within 
plus or minus two standard deviations from the 
mean’ in all respects. Roger Williams (1) illus- 
trates the point, calculating that if evaluation of 
an individual in respect to others were to be 
based upon only 100 uncorrelated items, one 
should expect to find less than 6 individuals in 
a thousand who were “normal”’ in respect to all 
items. His statement “practically every human 
being is a deviate in some respects’? may be 
strongly worded in order to counteract social and 
economic pressures which urge conformity, but 
it is nonetheless important. Non-uniformity 
brings its perplexing and insoluble problems. 
How much simpler and efficient it would be if 
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Fic. 1. Distribution of population by age, based on census data. (From Shock, N. W., Trends in Gerontology, Stanford 


University Press, 2nd edition, 1957, by permission). 


TABLE I 
Approximate Proportion of Non-working to Working 
Population. (The 21-60 Year Group is Used as the 
Working Base of 100.) 
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patients could be handled by a standard diag- 
nostic and therapeutic routine, or if people 
would accept a single size and style of shoe? 
Rossums’ Universal Robots (2), or the Bokanov- 
skified inhabitants of Huxley’s Brave New 
World (3), existing in a controlled environment 
and operating by controlled thought and action, 
could be well serviced by such standard proce- 
dures and standard parts. But if we expect to 
survive as individuals in a society of free indi- 
viduals, this singularity which constitutes our 
individuality must be considered. Particularly is 
it important to recognize this for the older pa- 
tient. 

The emphasis placed on the older individual 
is only relative, but several matters direct our 
focus to this period of so called “later maturity.” 


It is evident on every hand that there are more 
older people. They have not yet reached the 
status of the ‘“common man,” but as our nation 
and culture matures, the consideration of de- 
creasing numbers of young, and increasing num- 
bers of older people constrains us to think about 
the conservation of man power. This alteration 
in the waist line of our national population 
(Fig. 1) may be cogently presented in these 
terms (Table I): for every 100 individuals in the 
working force (that is, between 21 and 60 years 
of age), there are a group of younger individuals, 
and a group of older individuals, both presum- 
ably dependent to a large extent on the working 
force directly or indirectly. Due to the changing 
complexion of our population, there are now 
fewer youngsters, and more oldsters in propor- 
tion to the numbers of “workers,” than were 
present in the past. This has a disproportionate 
effect upon the practicing physician. Older 
people, often with less ability to pay for their 
medical care, not only have more time to spare 
to visit the doctor, but they have more com- 
plaints for the same disorders, and more dis- 
eases, than do younger people. Thus the older 
patient, exhibiting a wider range of manifesta 
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tions and disorders, is in geometrically increasing 
evidence in the office, clinic and hospital. Nor is 
it as simple as this. In the child and young adult 
the clinical state may approximate the classical 
picture of text book and teaching clinic, and 
justify a single diagnosis of single etiology. More 
often than not the disorder is multifaceted and 
multicausal. In the older patient the multiplicity 
of factors can not be ignored, for several of them 
may contribute to the clinical picture in more or 
less equal importance. Relatively small items 
may come to play a precipitating or major role, 
and the total effect of small alterations in several 
organ systems may convert an otherwise sub- 
clinical disorder into an overt illness. The care of 
the older patient stresses the importance of the 
concept of multicausality in relation to disa- 
bility and disease. 

And thus, by permutation and combination, 
emerges the singularity which directs that no 
two patients will be alike, and makes the un- 
usual of the usual. Investigation of almost any 
adult will provide illustration. The following 
cases are vivid but not extreme. The first illus- 
trates a series of unusual, and the second a com- 
bination of usual disorders, the nature and sheer 
combined weight of which could have dis- 
couraged the physician as well as any insurance 
agent. 

In 1944, a 59 year old spinster school teacher 
(E. K.) who had been advised that she was 
incurably ill with cirrhosis of the liver, diabetes, 
hypertension and heart failure, entered the Uni- 
versity of Chicago clinics. A timid terrified soul, 
she had retired from work, changed her residence 
and had all but given up to despair. Weakness 
and edema had been noted and progressive for 
about a year; six months before admission she 
was told her liver was enlarged. Her prior history 
disclosed that a hysterectomy for uterine fibroids 
and a simple right mastectomy for a breast 
nodule had been performed when she was 37 
years of age. Inquiry revealed that the breast 
nodule was found to include a small carcinoma 
in situ. Never having had a wide experience be- 
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yond her occupation, she was thoroughly fright- 
ened of her illness and of doctors, and presented 
herself asa frail, pale, white haired woman, with 
obvious ascites with extensive edema of the 
lower extremities, sacrum and right arm. A 
diastolic hypertension (200/115), and a moderate 
degree of cardiac enlargement were associated 
with both recent and old hypertensive retinop- 
athy. The liver was enlarged and tender, but 
its edge was flexible and smooth, ballotable un- 
der a protruding thin abdominal wall. The urine 
contained a small amount of reducing sugar, but 
the persistent proteinuria, granular and fatty 
casts suggested that a renal disorder rather than 
cirrhosis was primary to the edema, ascites, hy- 
pertension and cardiac failure. This was sup- 
ported by the laboratory findings as follows: 
Hgb. 11.5 gm. per cent, RBC 3,760,000, and 
WBC 6,700-11,250 per mm.’, B.U.N. 18 mgm. 
per cent, serum protein 5.11 gm. per cent, alb. 
1.83 gm. per cent, glob. 3.28 gm. per cent, cho- 
lesterol 372 mgm. per cent, total lipids 1,677 
mgm. per cent. The urea clearance was 20-25 per 
cent of standard normal and urinary protein ex- 
cretion was 11-27 grams/24 hours. Oral glucose 
tolerance was not reduced but suggested a low 
renal “threshold” for glucose. She improved in 
the hospital, and with the reduction in hepatic 
size and the disappearance of abdominal fluid, 
more adequate examination revealed a right 
sided deep lying abdominal mass. By this time 
she had begun to accustom herself to hospital 
ways, and the ensuing barrage of diagnostic 
measures was accepted with fair but reticent 
grace. Many sorts of x-rays and digital examina- 
tions were all compatible with some intra- 
abdominal mass. This was identified only at 
operation as a retroperitoneal lipomyxosarcoma 
17 x 15 x 8 cm. in size. Her medical recovery 
was unimpeded by this turn of events, her blood 
‘ 160-204 
pressure remained above normal Ga) she 
90-110 
exhibited only minimal dependent edema and 
her serum protein returned to normal levels. 
Emerging from a short retirement with a remark- 





686 


able change of attitude, she found new and inter- 
esting employment with a busy advertising firm, 
and worked hard for nearly 3 years, when she 
developed a carcinoma of the left breast. This 
too, was successfully removed, although regional 
nodes were found to be involved. I last saw her 
in 1948, at which time she was inconvenienced 
but not disabled by moderate lymphedema of 
the arm on the side of the resection. In 1953 
recurrence of tumor in the left supraclavicular 
fossa was satisfactorily treated by radiation, and 
a moderate hypertension was symptomatically 
treated. We lack adequate details as to her 
death which occurred in 1955 at the age of 70. 
This woman had been dismissed as incurably 
afflicted with 3 diseases which she feared, and 
which she probably never had. On the other 
hand she lived to the age of 70 despite 4 inde- 
pendent tumors, a complicating unusual neph- 
ropathy and chronic hypertensive cardiovas- 
cular disease. 

J. W. (B.C.H. No. 138304) was born in May 
of 1859. Just before the turn of the century he 
had made an adequate living as a minstrel, but 
since then he worked mainly at odd jobs. Be- 
tween the ages of 70-75 (this was about 1930-35) 
he suffered 2 handicaps, a left hemiplegia, and a 
traumatic incident requiring the enucleation of 
his left eye. He continued to be able to earn his 
living independently, and was known as a singer, 
raconteu* and a good walker, until 1950 when, at 
the age of 91, progressive dyspnea and deafness 
forced him to accept an indigent status. We saw 
him then, initially in moderate left heart failure, 
with marked intraventricular block, striking 
atherosclerosis of central and peripheral vessels, 
pulmonary emphysema, advanced osteitis de- 
formans of pelvis, skull and long bones with 
markedly elevated serum alkaline phosphatase, 
extensive hypertrophic arthritis, and his other 
infirmities, including the evident left hemipare- 
sis. However, he was alert, spirited, and aided 
by a cane, he not infrequently walked 7 miles to 
the Lexington Market to visit his cronies, and 
returned in the evening. In 1952 complaint of 
pain disclosed a carcinoma of the tongue and 


The Singularity of the (Older) Patient 





NOVEMBER, 1957 


right tonsillar fossa. Radiation therapy wis 
given, in his 94th year, but before post-radiation 
evaluation could be made, he left one day and 
did not return. He last was seen in characteristic 
fashion walking out of town to the northward on 
U. S. Route 40. The long list of diagnoses, the 
array of abnormal physical and laboratory fin:- 
ings were in striking contrast to the residual 
abilities and independence which he displayed. 
Examples such as these point out that each 
patient, when considered with thought to the 
dissimilarities or uniqueness of the individual, 
may furnish a challenge to the physician’s art of 
diagnosis or management. Diagnosis is not syn- 
onymous with disability, chemical analysis alone 
does not identify a state of health or carry a 
prognosis. 

There are other reasons for individualizing. 
While, in general, probabilities direct our think- 
ing, the predictive value of scientific data applies 
to the group more readily than to the individual, 
and even then only under certain conditions. 
Averages alone cannot describe performance, and 
illogical deductions from statistical data do not 
provide knowledge. For instance, we may agree 
that higher serum concentrations of certain lipo- 
proteins are to be found among subjects who 
have had myocardial infarctions than among 
those without clinical infarction. In an individual 
case, however, the finding of a high lipoprotein 
concentration does not establish a diagnosis of 
myocardial infarction, or even of arteriosclerosis 
in any logical sense, nor would a low concentra- 
tion exclude such diagnosis (4). One might say 
that no one-to-one correspondence has been 
offered between the level of serum lipoprotein 
and atherosclerosis, and therefore none can be 
assumed. Strong as the circumstantial evidence 
is, a causal relationship has not been proven, 
exceptions occur, and dogmatic diagnostic inter- 
pretation of serum lipoprotein levels will inevi 
tably be erroneous. Again, abnormal electro- 
cardiographic or ballistocardiographic pattern: 
occur in many patients who have diseased hearts 
but heart disease can occur without abnormality 
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of BCG or ECG, and an abnormal record can be 
caused by factors other than disease of the heart. 

Generalization and categorization may induce 
ill health. For example, hypertension is a severe 
disease which unquestionably generally shortens 
life span. Nevertheless a patient with an elevated 
office blood pressure may outlive his physician, 
or may succumb to other independent disease 
without ever having symptoms due to elevated 
hlood pressure.! On. the other hand, even the 
awareness of a diagnosis of high blood pressure 
whether this diagnosis is correct or not, may 
produce symptoms and illness where none ex- 
isted before. The terms “high blood pressure,” 
“arteriosclerosis,” “arthritis,” “Bright’s dis- 
ease,” etc., and even “heart attack” and “stroke” 
are often intended as generalizations, but these 
may be intrepreted by the patient to convey 
specific and usually disheartening prognostic 
measuring. This infrequent source of iatrogenic 
disorder can not be justified on the grounds that 
the doctor is too busy to provide adequate ex- 
planation to the patient. 

In some instances the medical concept of a 
diagnostic term has undergone change, while the 
lay interpretation is based on an older medical 
understanding. The term “‘Bright’s disease”’ is an 
example of this. Originally Bright’s disease in- 
cluded several kinds of renal disorders because 
Richard Bright had made certain cogent bedside 
observations, and using the scientific tools then 
available—urinalysis and gross pathology, —was 
able to deduce that the triad of severe illness, a 
hard pulse (hypertension) and proteinuria lead 
to grossly abnormal kidneys. His major discovery 
permitted more adequate classification and more 
accurate prognosis. In the developments which 
followed, microscopical anatomy enabled a de- 
tailed anatomical differentation of the major 
renal diseases; the sphygmomanometer, the in- 


‘Dr. M. Shilling has called my attention to the apt and 
recent Annotation in “The Lancet” for July 20, 1957, on page 
131, cautioning the physician that “Before he exposes symp- 
tomless hypertensives to the perils of mecamylamine ileus, 
veratrine emesis, reserpine psychosis or hydrallazine lupus, a 
manometric Procrustes should be sure of his ground.” 
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troduction of chemical tests of the blood, and 
most recently of specific tests of renal function 
now make it possible for the clinician to identify 
not only many different disorders of the kidney, 
but sometimes to assess the degree of impairment 
in renal function to a nicety greater than that 
required by the patient (or even by the physi- 
cian). Many instances of kidney disease now 
discovered and discoverable, have a prognosis 
far better than the type of case which is brought 
to mind by the term, “Bright’s disease.’’ This 
designation can no longer be considered to be a 
synonym for all diseases of the kidney, and had 
better be abandoned by the profession unless its 
common professional and commoner lay misin- 
terpretations are corrected. 

The statement that renal functional tests may 
have overtaken our present clinical need deserves 
explanation. In Figure 2, illustrative of a num- 
ber of patients, are values for common nitrog- 
enous constituents of the blood, the urea nitrogen 
and creatinine, which comprise the bulk of the 
non-protein nitrogen. In each section of the 
figure, the values below the horizontal line 
would be considered to be within normal limits. 
The urea clearance test, a test of the ability of 
the kidney to excrete urea, indicates that many 
cases had marked impairment of this renal func- 
tion and yet did not show recognizable nitrogen 
retention in the blood. Azotemia (if not due to 
extra-renal factors) therefore usually reflects 
only severe renal functional impairment in urea 
excretion; yet even severe impairment, if fixed or 
slowly progressive, can be compatible with rela- 
tive well-being for a number of years. The urea 
clearance test is clinically valuable in the recog- 
nition and pursuance especially of the lesser de- 
grees of renal functional impairment. 

The decrease in renal function which occurs 
with age is most strikingly reflected in tests 
which are even more sensitive than the urea 
clearance. The blood urea nitrogen increases on 
the average but 1 mgm. per cent in 10 years. The 
decline in urea clearance with age is more rapid, 
and at 70 years the average expected value 
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Fic. 2. Relation of blood urea and creatinine to urea clearance (from Peters and Van Slyke, Quantitative Clinical 


Chemistry, Williams and Wilkins, Vol. I, p. 359, 1931, by permission). 
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would be less than the conventional mean nor- 
mal (5). When we look at data for more specific 
renal functions (6), the average glomerular filtra- 
tion rate (Fig. 3) is seen to decline with advanc- 
ing age, from the fourth decade or earlier, yet 
none of these subjects were clinically suspected 
of having renal disease. Undoubtedly the clinical 
estimates were not as sensitive as were the 
specific measures used. In addition this general 
decrement may be held to be due to aging in the 
sense of a failure of tissue maintenance, rather 
than a nephropathy due to identifiable adverse 
process. Whatever the causes for the agewise 
decline may be, the scatter plot reveals that 
some older normal individuals have as good func- 
tion as some younger normal individuals do. 
Moreover, the decreases in renal function dis- 
closed by this or other sensitive indices did not 
reflect clinical ailment, and would not by them- 
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selves justify making patient or physician unduly 
concerned about the presence of “kidney 
trouble.” 

Scientific methodology is providing the cli- 
nician with ways to judge the function of more 
and more organ systems prior to their becoming 
severely damaged or incompetent. The physician 
must not assume that detectable functional im- 
pairment is synonymous with clinically signifi- 
cant disease, or that any individual will exhibit 
the quantitative performance which represents 
the average of his class. The great value of this 
information is that it assists us to estimate the 
functional reserves which may be called upon 
under adverse conditions, and thus to assess the 
potential limitations of an individual under the 
situations of work, recreation, disease or restora- 
tion, which he is called upon to face. 

Levindale Hebrew Home and Infirmary 
Baltimore 15, Maryland 
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THE EFFECTS OF CHRONIC ADMINISTRATION OF 
TOLBUTAMIDE (ORINASE)* IN AGED DIABETICS 


A. A. SILVER, M.D. anp H. NAGEL, M.D. 


Since 1955 reports appearing in the literature 
regarding the use of sulfonylureas in the manage- 
ment of diabetes tend toward considering as 
failures all persons not responding to these drugs 
in a few short weeks. Perhaps because it was 
unwise to treat such patients without the benefit 
of hospitalization, three or four weeks were con- 
sidered a sufficient trial and those persons in 
whom there was no definite drop in insulin needs 
were considered failures. At that time the 
mechanism of action of these compounds was 
not understood. 

Von Holt and his coworkers in 1954 observed 
that the administration of these compounds in 
animals produced severe lesions of the alpha- 
cells in the pancreas but that the beta-cells were 
spared (1). Renold and his coworkers concluded 
from their studies that the effect of Tolbutamide 
was in the release or synthesis of hepatic glucose 
(2). Frawley suggested that the mechanism of 
action might be attributed to an enhancement 
of the action of the endogenous insulin on the 
liver (3). 

Because our patients weag mostly residents of 
the Levindale Hebrew Home and Infirmary, and 
since we had unlimited laboratory facilities, it 
was decided to carry out the following study. 


METHODS 


Observations were made on 20 aged persons 
ranging in age from 69 to 87 years. All of these 
patients had been known diabetics for over 15 
years and had been controlled with diet and 
insulin. Fourteen were women and sixteen were 
men. The average daily dose was 33 units, the 
lowest being 15 units and the highest 48 units 
with the exception of one patient who required 


*Tolbutamide used in this observation was supplied as 
Orinase* by the Upjohn Company, Kalamazoo, Mich. 


120 units of insulin daily. The first problem wis 
that of securing the complete cooperation of the 
entire group. The problem was _ thoroughly 
explained and they were selected on a voluntecr 
basis; they were placed under strict dietary 
control. Insulin was adjusted to insure good 
fasting blood sugar levels while renal, hepatic 
and thyroid studies were established as base 
lines. Each patient was given an initial dose of 
six tablets (3 gms.) on the first day followed by 
three tablets daily thereafter. There was no 
initial reduction in exogenous insulin. From 
this point daily, and later bi-weekly, fasting 
blood sugars, white blood cell counts and differ- 
entials were done on all these individuals. Blood 
alkaline phosphatase and complete blood counts 
were done weekly and the protein bound iodine 
was determined every 6 to 10 weeks. 


RESULTS 


Results of this observation were quite dis- 
couraging in the beginning; at the end of 100 days 
in no patient were we able to reduce any of the 
insulin requirements. Since there were no unto- 
ward findings, we persisted in the observation 
and were soon rewarded with lower blood sugars 
in some of our patients; it was at this point that 
we began reducing insulin dosage. Our plan was 
to reduce insulin in amounts that would keep 
blood levels between 100 and 120 mgm. per cent 
fasting. After eight months all but three patients 
are being maintained without insulin with blood 
sugars between 90 and 120 mgm. per cent fasting. 
Three patients still require 40 per cent of their 
original insulin and are being maintained on 
combined therapy. 

There have been no side effects in this group: 
patients have been well and have been main 
tained in good nutritional state. 





pene 





—__ —_—_ 


—_— ——_ a fina aa i. 














SITE rerenenaneeeneeeresnnenmenenrnemer rin arma sn seme 


VOL. 6, NO. 11 


CASE REPORT 


This case is singled out for report since it 
represents the one patient in whom it was felt 
we would certainly have a failure, but in whom 
the response to tolbutamide was excellent. 

Case—R. R.—Age 79 years. This female 
patient is a known diabetic for 27 years and 
first came to our attention in 1930 as an out 
patient department patient at the Sinai Hospital 
Clinic. History reveals two episodes of diabetic 
acidosis with coma. In the past 20 years she had 
been controlled with 120 units of Protamine 
Zinc insulin; during all this time she exhibited an 
exfoliating dermatitis which never cleared, but 
caused very little discomfort. Various types of 
insulin extracts had no effect on this skin lesion. 

On September 28, 1956 after she had volun- 
teered, she was started on tolbutamide as de- 
scribed above. At that time she was 62 inches in 
height and weighed 123 pounds. By December 
12, 1956 there had been no response to tolbuta- 
mide and the dose was increased to 3 Gms. daily 
for one week without any change. From that 
point she was reduced to 114 Gms. (3 tablets) 
daily and so maintained. On January 20 and 21 
the fasting blood sugars were 92 and 80 mgm. 
per cent respectively and insulin reduction was 
started, beginning with 20 units the first time 
and 10 units of reduction on the morning follow- 
ing a further blood sugar report of 100 mgm. per 
cent or less. On February 1, 1957 the insulin 
requirement was 50 units daily and remained so 
for 11 days after which there was a further re- 
sponse; at this time we decreased insulin by 5 
units each time. On March 27, 1957 she re- 
ceived her last dose of insulin and has been main- 
tained on three tablets daily since that date. In 
mid-April, 1957 the skin lesion noted above dis- 
appeared and has not since returned. On July 6, 
1957 the fasting blood sugar was 93 mgm. per 
cent, the weight was 131 pounds. The protein 
bound iodine was 3.6; alkaline phosphatase 0.5 
and renal functions were normal. The red and 
white blood cell counts had remained normal as 
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did the differential count; at no time did this 
patient exhibit eosinophilia. 


COMMENT 


In attempting to control diabetic patients 
with tolbutamide as a substitute for insulin one 
must approach this substitution with great 
caution. Extreme care should be taken to first 
have the diabetic state under good control 
before administering Orinase*. There can be no 
fast rule for the reduction of insulin dosage 
since each case must be managed in accordance 
with the patient’s response to the drug. Reduc- 
tion of insulin dosage should be slow and follow 
response, as measured by lowering of the blood 
sugar level. Ten per cent reduction of insulin at 
any one given time seems reasonably safe. 
Patients having been transferred to tolbutamide 
will require insulin for control with any stress 
which may occur, i.e.: infection, surgery or 
severe emotional strain. However this insulin 
may once again be reduced to zero in the manner 
outlined above when the situation is corrected. 
Strict adherence to the diet is at all times neces- 
sary and an increase in drug will NOT RIGHT 
a deviation from control. 


SUMMARY 


1. Orinase* seems to effectively control hyper- 
glycemia in most aged diabetic patients. This 
was true even in our group of patients who had 
been taking insulin for a period of 15 years or 
more. 

2. We have shown that in a group of 20 aged 
diabetics, 17 were maintained in good metabolic 
control with this drug as a substitution for 
insulin. 

3. Increase in the dosage of Orinase* did not 
influence the response. 

4. Persistence in its use may yield response 
where it might previously have been considered 
a failure. 

5. Long term administration of Orinase* had 
no deleterious effects in 20 aged individuals. 


692 


6. We would like to suggest that our observa- 
tions might lead one to believe that tolbutamide 
stimulates the surpressed beta-cells in these 
individuals enabling them to produce an ade- 
quate supply of endogenous insulin for control. 
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OSTEOPOROSIS 


Its Prevalence, Diagnosis, and Treatment 


HERMAN SEIDEL, M.D.* — 


We shall borrow from Dr. Homburger his very 
succinct introduction to his chapter on osteo- 
porosis in his book recently published on “The 
Medical Care of the Aged and Chronically Ill.” 
We quote, ‘Osteoporosis is a chronic disease that 
passes unrecognized more often than most other 
chronic diseases, has caused more pain than 
many of them, and yet is more amenable than 
any other to simple therapeutic measures. It 
probably holds a record among chronic diseases 
for having led to false diagnoses. Anything from 
neurasthenia or psychoneurosis to bone metas- 
tasis or malignant disease has been diagnosed 
when osteoporosis was the true offender.”’ 

This very clear and concise statement cannot 
be improved upon. One may just repeat for 
emphasis that even today, with all diagnostic 
facilities at the disposal of the profession, osteo- 
porosis is still very much overlooked and neg- 
lected. In spite of the prevailing knowledge that 
it is a common condition occurring in women in 
their post menopausal years and which is not at 
all rare even in men. Both sexes are, indeed, the 


* Chief of Medicine at the Hebrew Home for the Aged and 
Infirmary, Baltimore, Maryland. 


victims of this devastating disease in consider- 
able numbers and the total constitute large 
percentages of the population. Statistical figures 
have been published indicating that approxi- 
mately 30 per cent of women and 10 per cent of 
men over the age of sixty are the victims of some 
degree of osteoporosis. More regrettable is the 
fact that when the condition is diagnosed it is 
very frequently passed off as an inevitable and 
irreversible condition of senescence. 

Indeed one of the blind spots abetting the 
failure of the diagnosis of osteoporosis and dull- 
ing the alertness of the medical profession to the 
seriousness of the condition and the comparative 
ease with which it may be relieved is that there 
still are adherents to the traditional approach to 
aging by which a variety of conditions are 
accepted as unavoidable concomitants of the 
aging process and therefore have to be accepted 
without interference. In the case of osteoporosis, 
the roentgenologic reports usually read, “There 
is present decalcification of bone which is normal 
for the age of the patient” and by the force of 
habit, the medical man accepts the statement 
complacently without feeling an urge for action, 
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and lets the case rest at that. In sequence with 
the above, there is also at the present time the 
accepted attitude that the diagnosis of osteo- 
porosis is made only when there is evidence of 
obliterations of intervetebral spaces, compression 
fractures of vertebrae, pathologic fractures of 
femur or ribs which findings are, indeed, the very 
advanced or the ultimate results of osteoporosis. 

In line with the forgoing discussion it will not 
be amiss to emphasize that decalcification of 
bone is not normal at any age. There are indeed, 
a number of serious pathologic conditions in 
which decalcification is a predominant feature 
and whenever this condition is evident, it is the 
emphatic responsibility of the physician who 
has charge of the patient involved to make a 
thorough search of the particular causes or 
cause of the decalcifying process. And if after a 
painstaking search there is no definite diagnosis 
available it is a very simple procedure to subject 
the patient to the therapeutic test. If woman or 
man complains of aching bones, tiredness, weak- 
ness, displays no desire for activity, prefers 
sitting rather than standing or walking, displays 
disinterest in surroundings, has lack of appetite, 
and no particular or definite cause is found to 
explain this situation there will be no harm done 
if such patient is placed on the specific treatment 
of osteoporosis and that is; the administration 
of the androgenic and estrogenic hormones, and 
watch for results. One can state without any 
hesitation that if the above described condition 
is an early beginning of osteoporosis the patient 
will show definite improvement in less than one 
month. And the reverse may likewise be true, 
that if there is no improvement in the course of 
a month or thereabout, that the odds are very 
much against osteoporosis and other etiologic 
factors should be sought. 


THE NATURAL HIsTORY AND CLINICAL PICTURE 
OF OSTEOPOROSIS 


The onset of osteoporosis is as a rule slow. It 
may indeed be very insidious. Months and even 
years may pass before the condition will be 
noticed by the patient or by the examining 
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physician. Frequently, osteoporosis is dis- 
covered either clinically by the examining 
physician or roentgenologically by the radiol- 
ogist during the routine examination for some 
other condition. As the course of the onset 
varies so does the clinical picture. It will depend 
largely on the parts of the body involved and 
the stage of its progress. Also, on the general 
systemic reaction of the patient. As a rule, the 
early complaint is pain. This is not always sharp 
pain but rather a dull, uncomfortable achy feel- 
ing. This feeling may be vague and for a long 
time not definitely localized. As the osteoporotic 
condition sets in more firmly, and involves 
wider areas, there will develop more marked and 
specified complaints. In addition to the aches 
and pains, there will be a feeling of sluggishness, 
weakness, and general tiredness. The patient 
will prefer to be inactive. He will find it more 
comfortable to be sitting down or lying down 
and will avoid physical effort such as walking, or 
activities that require muscular action. As the 
condition further develops there may be actual 
difficulty in gait, inability to use the hands and 
arms freely and to carry on any form of general 
activity. With this general physical disability, 
there may set in some psychoneurotic or mental 
difficulty. The patient becomes moody, de- 
pressed, and disinterested in his surroundings. 
There is loss of appetite and patient is unable to 
sleep because of body aches and pains. There is 
loss of weight, not only because of the reduction 
of the intake of food but also because there is a 
general atrophy of bone and muscle, and loss of 
calcium. The clinical picture may assume the 
characteristics of extreme debility and mal- 
nutrition. In the description of the clinical 
picture we must not overlook the development 
of kyphosis which as a rule involves the dorsal 
spine but may also involve the cervical spine. 
There is also a thinning of the hair and brittle 
nails and a thin, dry and scaly skin. 


CLASSIFICATION OF OSTEOPOROSIS 


Most authors and investigators classify osteo- 
porosis as follows: Post menopausal osteoporosis 
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which is the most known and recognized. It -is 
directly connected to the loss of the estrogenic 
hormones and therefore is found in women 
between the ages of fifty and sixty following 
onset of the menopause. 

Senile osteoporosis. This form is so classified 
when found in persons after the age of sixty or 
sixty-five. This form may be found in men or 
women, with the women predominating. This 
subdivision is being questioned. The element of 
age may be the only evidence of a slow and very 
insidious onset, or the slow loss of hormones. 

Osteoporosis of disuse and immobilization. 
It has been noted that in cases of fracture for 
which casts are applied and the limb immobil- 
ized, there is rapid atrophy of muscle as well as 
bone. It has been found also that in prolonged 
invalidism, bed confinement, and general inac- 
tivity, there is atrophy of bone and muscle with 
loss of calcium and a radiologic picture simulat- 
ing osteoporosis. 

Osteoporosis of malnutrition. It is found that 
where the diet is inadequate particularly in the 
protein intake bone decalcification and atrophy 
of muscle will set in. Another form of osteo- 
porosis is that which follows the prolonged use of 
adrenal corticoids particularly in the treatment 
of rheumatoid arthritis. 


ETIOLOGY AND PATHOLOGY OF OSTEOPOROSIS 


With the exception of the limited number of 
cases of osteoporosis ascribed to nutritional 
deficiencies and immobilization the largest bulk 
of osteoporosis is caused by estrogen and andro- 
gen hormone deficiency. It is more than likely 
that what is designated as senile osteoporosis is 
no different from the postmenopausal type. As 
already stated the difference in age could merely 
indicate the slower onset of the disease or prob- 
ably a slower loss of hormones. The acceptance 
of the concept that the postmenopausal and 
senile types are one and the same and that the 
hormone deficiency is the central etiological 
factor involved will contribute considerably to 
the stabilization of the diagnosis and treatment 
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of this condition. The details of the pathology 
of osteoporosis from the radiologic and ortho- 
pedic points of view will be described in greater 
detail in the article in this issue by Dr. Edmond 
J. McDonnell. However, a brief discussion of thie 
pathologic changes and how it is brought about 
will help to further complete our presentation 
of the general clinical picture and understanding 
of osteoporosis. 

Osteoporosis is directly ascribed to an estrogen 
and androgen hormone deficiency, on the basis 
of our knowledge that both these hormones are 
anabolic in character and that they have specitic 
functions in the maintenance of the healthy 
state and growth of the skeletal bones. Estrogen 
is known to control calcium and phosphorus 
retention in amounts needed for bone construc- 
tion. Androgen participates mainly in the 
matrix formation so that calcium may be de- 
posited in amounts sufficient to counteract the 
continuous osteoclastic bone resorption and 
complete the normal bone structure. 

Osteoporosis therefore is not caused by the 
improper distribution of calcium, or by the loss 
of calcium but by an inability for the utilization 
of the calcium present because of the failure of 
ample matrix formation to absorb and retain 
the calcium from the intercellular fluid. We 
therefore find that there is a great loss of calcium 
in the urinary output. Because of the lack of, 
or delay in matrix formation, the calcium and 
phosphorus, while present in sufficient amounts 
cannot be utilized. There is continual loss of 
the unused calcium and phosphorus and with it 
continual shrinkage of the bone mass and less- 
ened calcification. As the hormone deficiency 
continues, the imbalance between bone forma- 
tion and bone destruction continually increases 
with more bone being destroyed than formed. 
This bone destruction is further aggravated by 
the enforced immobilization which accompanies 
the osteoporotic state, depriving the bone mass 
from the restorative benefits derived from th: 
muscular stress and strain produced by active 
mobilization. 
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If osteoporosis remains untreated and the 
condition progressively extends and develops, 
there appear concomitant and associated patho- 
logic conditions in addition to the bone pathol- 
ogy. There is atrophy and dryness of the skin, 
thinning of the hair, brittle nails, and general 
muscular atrophy. The pathologic deterioration 
will be much accelerated by the immobilization 
that may set in with the general debility. 

There seems to enter another element in the 
process of bone metabolism and that is the 
adrenal corticoids and related elements having 
the same functions as the corticoids and which 
have an antianabolic effect on bone formation. 
We thus have an antagonistic action to cope 
with between the androgen and estrogen hor- 
mones and the adrenal corticoids and their 
related substances. It is very likely that the 
lessening of the supply of the androgenic and 
estrogenic substances gives the adrenal products 
the upper hand in augmenting bone destruction 
and restraining bone formation. Cushing’s dis- 
ease is brought forward as a convincing example 
of bone destruction where the adrenal is hyper- 
active. Further proof is brought out by the fact 
that in the continuous treatment of arthritic or 
other conditions with the corticoids and their 
related products osteoporotic syndromes appear. 
It is therefore imperative to establish cycles with 
periodic breaks when such treatments have to be 
continued over long periods of time. 


DIFFERENTIAL DIAGNOSIS 


Osteoporosis cannot be conclusively diagnosed 
upon radiologic evidence alone. There are other 
conditions that show evidence of demineraliza- 
tion and absorption of bone, of collapse of 
vetebral bodies and of pathologic fractures. It’s 
therefore necessary to differentiate osteoporosis 
from these other conditions namely: osteomala- 
cla, myeloma, malignant metastases, hyperpara- 
thyroidism, Cushing’s disease, and hyperthy- 
roidism. 

Osteomalacia or adult rickets is a condition 
which is also characterized by bone demineraliza- 
tion. However, there is a marked difference 
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between the two. In osteomalacia there is a 
calcium deficiency. The matrix formation goes 
on as usual but there isn’t enough calcium to fill 
it and ‘therefore one has a radiologic picture 
where the appearance of the bone is such that 
there is no diminution in the mass of bone but 
there is a lack of calcification or mineralization. 
There are specific lines of deficient mineralization 
that are evidenced by examination of the matrix. 

The other differential point is that in osteo- 
porosis there is no lowering in the blood calcium 
or blood phosphorus. In fact, in the earlier 
stages of osteoporosis, there is a higher calcium 
and phosphorus in the blood because more 
calcium and phosphorus are released from the 
breaking down or resorption of bone. In osteo- 
malacia there is a low blood calcium. Another 
test that will differentiate osteoporosis not only 
from osteomalacia but also from other conditions 
is that if a 24 hour collection of urine is tested 
for calcium, there will be found an excess of 
calcium in the urine above the measured calcium 
intake. Also the blood phosphatase in osteo- 
porosis remains normal while in the other condi- 
tions with the exception of hyperthyroidism the 
phosphatase is as a rule elevated. So we have at 
our disposal three characteristic biochemical 
findings in osteoporosis to differentiate it from 
practically all other conditions. It is necessary at 
times to differentiate a state of hyperparathy- 
roidism from osteoporosis but this is only 
necessary in the case where the hyperparathy- 
roidism is not fully developed and it is evidenced 
only by a diffuse demineralization of the bone. 
When it has its characteristic cystic appearance 
of bones or subperiosteal absorption of the bones 
of hands and feet and the mottled appearance of 
the skull then there is no problem of differenti- 
ation. Osteomalacia in an advanced form also 
has its own characteristics. Osteoporosis may 
have to be differentiated from metastatic bone 
lesions and multiple myeloma. In multiple 
myeloma the Bence Jones test is positive, and 
there is hyperproteinemia with an increase in 
serum globulin. In the case of metastatic bone 
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TABLE I 
Tabulations of Laboratory Data which may Aid in the Differential Diagnosis of Osteoporosis* 
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* Taken from Dr. Freddy Homburger’s “The Medical Care of the Aged and Chronically III.” 


lesions, a thorough search should be made for 
the primary source. If no primary lesion can be 
located, a therapeutic test may be of some help. 
Where the bone deposition may be due to 
prostatic malignancy, the patient may be given 
estrogenic hormone in large dosage. Radiologic 
evidence of reversal to normal is fairly prompt 
and can be verified in a short period. However, 
in osteoporosis there may be improvement in the 
general condition of the patient but radiologic 
changes may not appear for a long period of 
time, maybe not in years. Another condition 
which may confuse the picture is hyperthyroid- 
ism in which there may appear bone changes 
that are similar to osteoporosis, also there may 
be a negative calcium state. Repeated examina- 
tions may prove that there is more bone destruc- 
tion than retardation of bone formation as in 
the case of osteoporosis. In addition the thera- 
peutic test may be helpful, since treating the 
hyperthyroidism will restore the bone condition 
to normal. Cushings’ Syndrome is as a rule no 
problem except in its early stages, for it has its 
own characteristic course and symptomatology 
and pathology. 

To summarize the differentiation one may 
state that, if the blood calcium phosphorous and 
alkaline phosphatase are normal and there is 
evidence of bone demineralization, the likelihood 
is that it is osteoporosis. A search for other 
pathologic conditions as the cause of demineral- 


ization should be made whenever there is present 
anemia, low calcium, or low phosphorus in the 
blood, an elevated alkaline phosphatase or an 
elevated serum globulin and a negative calcium 
metabolism. 


THERAPEUTICS 


Once the diagnosis is established, treatment 
should be initiated. This comprises the adminis- 
tration of hormones, the regulation of the diet, 
and the institution of proper physical activities. 

Hormones. The predominant etiologic factor, 
and probably the sole factor, especially in the 
postmenopausal senile forms is the diminution 
of the sex hormones, the estrogens and the andro- 
gens, which have definite functions in the proc- 
esses of bone formation. This assumption is even 
more firmly established by the suggestive evi- 
dence that there is an antagonism between the 
anabolic sex hormones and the anti-anabolic 
adrenal corticoids and similar adrenal products. 
With this in mind, these hormones should be 
administered as replacement therapy. It is 
presently accepted by most researchers and 
clinicians that the combined use of androgen and 
estrogen is most desirable. In the first place, it 
seems that the combined effect of the two hor- 
mones is more pronounced. It also has the 
advantage of counteracting or balancing the 
sexual elements in these hormones and leaving 
the field of action more free to the anaboli: 
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functions. In the administration of the individual 
hormones, estrogen or androgen, virilization in 
the female or feminization in the male patient is 
more likely to occur, or undesirable uterine 
disturbances either metropathia or menorrhagia 
may appear. The dosage and the cycles of 
administration should be regulated for each 
individual patient. The best policy to follow is 
for the physician treating osteoporosis to choose 
androgen and estrogen products that he is most 
acquainted with. If the combined hormones are 
used a combination linguet may be desirable. 
It is helpful to fortify the peroral administration 
of the hormones with some form of parenteral 
injections. For this purpose some long term 
slow absorbing preparation can be used, where 
injections once in three or four months may be 
sufficient to support the peroral medications. 
When there is subsidence of the active symptoms 
the parenteral medication alone may suffice. 

The effectiveness of the hormones can be 
judged by the subjective improvement of the 
patient such as lessening or disappearance of 
pain; increase in strength; feeling of well being; 
and an ability to do some work and walk nor- 
mally and vigorously. Biochemically, the calcium 
balance studies will indicate the processes that 
are initiated by the hormones in the way of the 
reversal from a negative to a positive calcium 
balance. Also the gain of weight may be an 
indication of increased bone formation. Ky- 
phosis may improve and the patient’s height 
may be to some measure restored. There is, for 
a long time, no evidence of radiologic improve- 
ment in the bone picture to corroborate the 
general clinical improvement. This is explained 
by the knowledge that there has to be at least a 
30-40 per cent remineralization of the bones 
before an effective change in the radiologic 
appearance of bone will take place. It is calcu- 
lated that even after a positive calcium state is 
restored, there is a retention on the average of 
only about 100 mg. of calcium per day. Since it 
would take about 300 gms. of calcium to restore 
about 30-40 per cent of the recalcification of the 
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average person, it would be approximately 9 
years before such recalcification would be com- 
pleted. 

However, the clinical evidence is of sufficiently 
impressive degree to satisfy the observing clini- 
cian that the sex hormone is an effective means 
of treatment. It is to be borne in mind that this 
treatment is a replacement of substances that 
are insufficiently produced, within the patient’s 
body. Therefore this treatment has to be prac- 
tically continuous for the life of the patient with, 
of course, periodic breaks in the administration 
of these hormones. The cycles that are helpful 
and practical seem to be whereby the adminis- 
tration is continued for 4 weeks and interrupted 
by at least one week before the next cycle. For 
the same reason it is well to make clear to the 
patient that this treatment cannot be stopped, 
that the patient has to adjust to the situation 
and bear in mind that if and when the treatment 
is neglected, the condition will return. 

Next in importance to the hormone treatment 
comes the diet which has to be ample, well 
balanced, and contain an abundance of protein 
food. Protein foods which are required for the 
restoration of bone and muscle tissues should be 
generously provided in the form of milk, eggs, 
meat, fish, etc. An ample supply of fruits and 
vegetables for minerals and vitamins should 
also be provided. Under some conditions it may 
be advisable to provide the patient with some 
extra calcium in the form of tablets of calcium 
lactate or gluconate. It also may be necessary in 
the early stages of the treatment to give a certain 
amount of vitamin D to help in the mobilization 
and distribution of calcium. A generous amount 
of vitamin C is advisable because of its beneficial 
effect on tissue building. If there is doubt as to 
the supply of vitamins within the diet it may be 
helpful to prescribe some form of a vitamin B 
complex combination. 

As already stated in the discussion of etiology 
and pathology of osteoporosis mobility is indis- 
pensable in the reconstruction of bone. The stress 
and strain of muscle, ligament and general skele- 
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tal activities are of the utmost importance as a 
stimulant to encourage osteoblastic action and 
promote bone reconstruction. To help along in 
the restoration of the osteoporotic patient it is 
imperative to eliminate immobilization and en- 
courage physical activities in all forms. If the pa- 
tient’s condition necessitates that he remain ab- 
solutely in bed, then massage and passive motion 
and frequent turning should be carried out. As 
soon as conditions permit, the osteoporotic pa- 
tient should be out of bed, and in a chair. He 
should be encouraged to walk and to move about 
in order to bring restoration of bone tissue and 
muscle substance. The fractured femur kills by 
the immobilization that follows. It is therefore 
urgent that in all cases of fractures, immo- 
bilization should not be complete. Some ar- 
rangements should be provided for the mobil- 
ization of at least those parts of the patient’s 
body that are not directly involved in the cast or 
in the procedure of traction. 

Treatment, particularly in the advanced 
cases of osteoporosis should include medication 
to relieve pain. For this purpose, any accepted 
analgesic drugs may be used. In many cases, 
various orthopedic appliances may be required 
and should be provided. Additional means of 
providing comfort, proper nursing, and agree- 
able surroundings should not be overlooked. The 
last thing to think of and to provide should be 
the wheelchair. : 

In lieu of the customary summary to this 
presentation, the author will submit a brief 
report and discussion of fourteen cases of osteo- 
porosis currently under his care in his private 
practice. While statistically this small number 
has no practical value, it does however empha- 
size what the General Practitioner can do for 
the sufferers of osteoporosis. 

The ages of these patients varies from fifty- 
eight to seventy-four. There are three men and 
eleven women. One male patient has a cystic 
thyroid with hyperthyroidism. One male patient 
has osteoporosis of one femur and the pelvic 
bones. The diagnoses in all these cases has been 
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confirmed by X-ray. No detailed biochemical] 
tests have been made. There is no evidence of 
any other pathologic condition. The grade of 
osteoporosis varies from mild to very severe. 
Several of these cases were picked up while being 
examined for other reasons. Most of these 
patients were diagnosed before X-rays were 
taken. One of the women patients has a com- 
bination of Paget’s disease and osteoporosis. 
Interestingly enough, improvement has taken 
place in both conditions. One female had a very 
marked kyphosis and according to her statement 
had a loss in height of at least three and a half 
inches. When treatment was instituted and her 
height measured after three months, there was 
an increase in height of one inch. Two women 
came in with marked Buffalo Yokes and upon 
roentgenologic examination, were found to have 
cervical osteoporosis. In one of these patients 
who has been under treatment for six months 
there is a marked improvement in the curvature 
of the cervical spine and the Buffalo Yoke is 
much less noticeable. 

It seems that not all patients thrive on the 
same hormone therapy. Nor are they able to 
tolerate the same dosage. One should carefully 
observe the behavior of these patients and adjust 
the drug to the patient’s needs and tolerance. 
There have been incidents of gynecomastia in 
the men and marked mammary gland engorge- 
ment in several of the women. There were several 
cases of uterine hemorrhage following the taking 
of the estrogenic hormones for some length of 
time. It appeared that in some patients changing 
the estrogenic hormone modified the extent of 
their uterine reactions. Experience has shown 
that these patients should be treated individu- 
ally and not enmasse. There has been significant 
improvement in all of the patients except the 
cystic thyroid patient who did not follow the 
outlined treatment and did not return. The 
extent of improvement has varied considerably. 
In some, it has been very striking, and in most 
there has been relief, almost complete relief of 
pain. There has been improvement in the general 
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well being of the patients and marked return of 
function in the limbs and muscles and in the 
ability to endure activities. Above all, there has 
been considerable improvement in the general 
mental attitude and psychic reactions of these 
patients. They are more lively, cheerful and 
sociable. With the general improvement of the 
osteoporosis, there seemed at the same time to 
be an improvement in the general osteo-arthritic 
conditions of which these patients are usually 
victims. While at this time the author is not 
prepared to offer any statistical figures and 
other evidence to prove this impression, it is 
sufficiently obvious to be worth recording so 
that others may be encouraged to observe the 
associated osteo-arthritic developments in the 
patients under treatment for osteoporosis. 

At the Baltimore Hebrew Home for the Aged 
and Infirm there has been an established rule for 
some time that all patients with _ radiologic 
evidence of demineralization of bones should be 
placed on osteoporotic treatment if there is no 
other condition present to explain the changes. 
It is the impression of the staff that there has 
been a considerable reduction in the incidence 
of fracture of the femur and also an increase in 
the recovery rate. While this impression likewise 
is not supported by statistical tabulations, and 
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studies, it is sufficiently substantial to make 
itself evident. 

All of the above leads to one definite thought: 
Osteoporosis is a very prevalent condition that 
should not be overlooked. The treatment as 
tried and tested is effective, and of considerable 
help to the afflicted. It should be instituted and 
carried out whenever, and wherever a case of 
osteoporosis is diagnosed or suspected. 
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OSTEOPOROSIS 


EDMOND J. McDONNELL, M.D. 


The term osteoporosis is used loosely to denote 
subnormal density of bone regardless of the 
cause. The term connotes soft bone and is 
pathognomonic of no single pathological entity. 
Finding the underlying cause points the way to 
treatment. 

There are three ultimate possible mechanisms 
involved in the production of the bone picture, 
labeled osteoporosis by x-ray. 

1. Increased absorption of bone, both matrix 


and mineral content. This involves increased 
osteoclastic activity. The mineral content 
(which casts the ray shadow) is not the primary 
fault. It is less, simply because there is less bone 
substance. Hyperparathyroidism, hyperthyroid- 
ism, renal osteodystrophy in adults, circulatory 
disturbance from infection, radiation, ultra- 
sonics, trauma or vascular disease all operate at 
least in part by this mechanism. 

2. Deficient mineralization. This involves a 
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normal matrix, but a mineral fault or calcium. 
deficit in the bone. Rickets, osteomalacia, 
coeliac rickets and idiopathic steatorrhea mani- 
fest this mechanism. 

3. Defective matrix formation. Bone matrix 
production is influenced by protein, hormones 
(androgens and estrogens at least), stress phe- 
nomena, probably vitamin C and other factors as 
yet unknown. This mechanism is manifested in 
osteogenesis imperfecta, scurvy, Cushing’s syn- 
drome, post-menopausal and senile osteoporosis. 

The last two mentioned conditions are dif- 
ferentiated only by age and the theoretical con- 
cept that in senile osteoporosis adrenal as well as 
gonadal deficiency is involved. They may well be 
considered in some detail since they have the 
most common general incidence, as well as the 
highest geriatric incidence. 

The differential diagnosis involves a working 
knowledge of all the above mentioned mecha- 
nisms. Indeed the diagnosis of senile osteoporosis 
is usually confirmed by eliminating other causes 
of decreased bone density. 

Postmenopausal and senile osteoporosis occur 
more often in women than men. This may reflect 
the fact that the climacteric period in women is 
much more rapid and sudden than the gradual 
drawn out comparative phase in the male. In 
confirmation of this is the early osteoporosis that 
may follow surgical or radiation castration. Also 
in considering sex incidence, it should be noted 
that men are usually much more active than 
women in the later age period and the stress 
influence is kept active. Statistically, there are 
more old women than there are old men. 

Matrix formation relies on the osteoblast. Too 
few osteoblasts or too little production by 
osteoblasts may result from a variety of reasons 
and these reasons are the proximate causes of 
osteoporosis. 


A. METABOLIC DEFICIENCIES 


Protein is the building block of matrix. Its 
deficiency may be caused by insufficient intake or 
utilization as occurs in hepatic, pancreatic or 
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gastrointestinal failure. This is demonstrated by 
the severe osteoporosis that may occur in the 
totally gastrectomized or depancreatectomized 
patient or in the patient with a biliary fistula. 


B. ENDOCRINE DEFICIENCIES 


Androgens favor a positive nitrogen balance. 
Estrogen affects the metabolic equilibrium of 
electrolytes. It reduces calcium and phosphorus 
excretion. 


C. VITAMINS 


Ascorbic acid or vitamin C favors the syn- 
thesis of amino acids and thereby the formation 
of the protein in bone matrix. 

Vitamin D is necessary for calcium absorption 
and is primarily concerned in the mechanism 
involved in rickets and osteomalacia and is not 
part of the picture in postmenopausal or senile 
osteoporosis, except that in the severely cachectic 
osteoporotic patient osteomalacia or mineral 
deficiency may co-exist with matrix deficiency. 

Vitamin B complex is essential for cell metab- 
olism and as such is a basic need. 


D. Stress PHENOMENA 


Muscular activity, active movement and 
weight bearing stimulate osteoblastic activity. 
In immobilization, such as a large cast requiring 
recumbency, there is an increased output of 
calcium and a loss of protein and nitrogen. This 
produces a negative nitrogen and a negative 
calcium balance. There is an osteoclastic break- 
down of bone without a balanced apposition of 
new bone. The exact mechanism of these changes 
are not clear. Some believe they are due to an 
altered circulatory factor, but many attribute it 
simply to loss of stress phenomena. 

The clinical picture in postmenopausal or 
senile osteoporosis presents itself with pain and 
the back is the most consistent area of com- 
plaint. The backache may be gradual in onset 
and mild in degree or it may be sudden, due to a 
pathological fracture of a vertebral body. Mild 
trauma, such as “grandma” lifting a tiny infant 
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out of a crib, or lifting a package or window, is 
often the history. Fracture of a rib or ribs in an 
embrace is not a rare occurrence. The pain may be 
girdle-like in distribution from pressure of the 
spinal segmental nerve roots. Sciatica may also 
be present if the roots of the lumbosacral plexus 
are involved by pressure. Gradual loss of stature 
and an increase in the dorsal kyphosis with a 
stooped posture may be observed or gleaned from 
the history. There may be muscle spasm and 
motion of the back in turning, bending, stooping 
or straightening may give incapacitating pain. 
in such an instance bed rest may be the only 
position tolerable to the patient. This, however, 
climinates the stress factors and an ally in the 
tight against osteoporosis is lost. 

The x-ray shows changes first in the vertebrae 
and pelvis and in severe cases the total skeleton 
may be involved. The bone density approaches 
the soft tissue density, so that contrast is 
diminished. The cortex is thinned often to a 
linear shadow in severe cases. The substance of 
the bone may appear opalescent. The bone 
trabeculae appear thinner and fragile. The 
vertebral bodies show compression of their 
superior and inferior surfaces, giving them a 
biconcave appearance, the so-called fish-tail 
vertebrae. This is more common in the lumbar 
spine and is thought to be due to central com- 
pression of the vertebral bodies by the nucleus 
pulposus. The lumbar vertebrae are sometimes 
symmetrically flattened (platyspondylia). The 
thoracic vertebrae show wedging anteriorly. 

The laboratory findings otherwise are quite 
normal. The serum, calcium and phosphorus are 
normal. The acid phosphatase is normal. Alka- 
line phosphatase is normal unless there has been 
a recent fracture, then it might be slightly ele- 
vated. Certain special studies may show changes. 
There may be lowered urinary estrogens and in 
the aged there may be lowered urinary 17-keto- 
steroids. If balance studies are done there may be 
a slight loss or negative balance of calcium and 
phosphorus in both feces and urine. These special 
studies are not easily obtained and the informa- 








McDonnell 701 


tion they give does not pay their way in the 
average clinical management. 

In considering the pathology of senile and 
postmenopausal osteoporosis the gross ap- 
pearance of the vertebrae is changed in shape, as 
described in the x-ray findings. The bone cuts 
relatively easily, the trabeculae are thin and 
there is more air space in the bone. Micro- 
scopically there is a diminished matrix compared 
to cells. Little or no new bone or osteoid is found 
and sometimes there is a diminished number of 
osteoblasts. 

Diagnosis is made on the basis of age, history, 
x-ray changes and normal routine laboratory 
work and chemistry. 

In the differential diagnosis the principal 
conditions to be considered are hyperpara- 
thyroidism, osteomalacia and Cushing’s syn- 
drome. 

Hyperparathyroidism can occur at any age, 
but is more common in middle life. There are 
associated urinary tract conditions, nephro- 
lithiasis and hypercalcemic symptoms (hypo- 
tonia and decreased excitability of muscles and 
intermittent nausea) often. There is a high 
serum calcium, low serum phosphorus, elevated 
alkaline phosphatase and marked hypercal- 
ciuria and hyperphosphaturia. X-rays in ad- 
dition to osteoporosis may show cysts and 
osteoclastomas. The osteoclastoma is the bone 
tumor of Von Rechlinghausen, which on x-ray 
may be trabeculated with cystic areas similar in 
appearance to a giant cell tumor. 

Osteomalacia in addition to the decreased bone 
density on x-ray may show symmetrical pseudo- 
fractures. In osteomalacia there is an elevated 
alkaline phosphatase and occasionally a slightly 
elevated phosphorus. Response to vitamin D 
therapy also labels this condition. 

Cushing’s syndrome is differentiated by the 
typical clinical picture, moon face, buffalo 
obesity, striae, plethora and dusky tinge to skin, 
hypertension, muscular weakness, hirsutism, 
amenorrhea, impotence and diabetes. 
Treatment of osteoporosis is general and 
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local. The local treatment applies to the pre- 
senting symptoms. The painful spine should be 
supported. The compression fracture should be 
treated by sedation and a short period of bed 
rest. As soon as the acute symptoms subside, a 
brace of the Taylor or full Bennett type to 
support the back and combat the forward stoop 
is applied. The patient is encouraged to be as 
active as his symptoms allow to avoid disuse 
atrophy and keep stress factors operative. 

The general treatment involves: 

1. Diet high in protein, adequate in mineral 
content, and multi-vitamins. This diet should 
include a quart of milk or its equivalent, generous 
quantities of meat, fish, cheese, eggs, fresh 
vegetables and fresh fruits. 

2. Correction of any metabolic defects that 
are amenable to medication or other treatment. 
In some series of cases 40 per cent of senile 
osteoporotics had no gastric hydrochloric acid. 

3. Hormones. There is little evidence that 
hormones change the bone density in osteo- 
porosis and if they do at all, it is certainly a slow 
long-term effect. However, people treated with 
hormones in this condition do feel better, and 
this subjective improvement is worthwhile 
seeking in treating these cases. The use of 
hormones demands a complete preliminary 
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‘suspicious prostate. Examination should be 
repeated at monthly intervals to avoid undesir- 
able side effects or tissue changes. 

The dosage schedule of hormones depends on 
the aim of treatment. Some prefer a small or 
minimal dose of both androgens and estrogens. 
If they are to be used as replacement therapy, 
they should be given in large doses at the onset 
of treatment when symptoms are at their worst 
and then gradually reduced to a small mainte- 
nance dosage. Aqueous testosterone by injection, 
50 mgm. every other day for two weeks and 
thereafter 10 mgm. per day as a linguet may be 
used in conjunction with ethinyl estradiol by 
mouth 0.05 T.I.D. for 4 weeks and thereafter 
0.05 mgm. daily. 

The prognosis in osteoporosis is good. With 
supporting braces, diet, activity, medications, 
analgesics, and hormones, these patients usually 
become comfortable and sometimes return to 
normal activity. The x-ray changes under treat- 
ment are often disappointing and subsequent 
compression fractures with mild trauma are not 
rare. 

Prophylaxis for this condition includes a 
well-balanced diet and judicious physical ex- 
ercise or activity. Elderly ladies should avoid 
heavy lifting and be squeezed gently. 

4 East Madison Street 
Baltimore 2, Maryland 


THE FOURTH INTERNATIONAL 
GERONTOLOGICAL CONGRESS 


N. W. SHOCK, PH.D.* 


The Fourth International Gerontological Con- 
gress was held in Merano, Italy, July 14-19, 
1957 under the presidency of Dr. E. Greppi of 


* National Heart Institute, National Institutes of Health, 
PHS, D.H.E. and W., Bethesda, Maryland, and the Balti- 
more City Hospitals, Baltimore, Maryland. 


Florence. A total of 543 members from 32 
countries registered for the Congress. The 
United States was represented by 145 par- 
ticipants, Italy by 140, Great Britain by 68, 
Germany by 50, and the Netherlands by 24. 
It is obviously impossible to summarize the 
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contents of the 240 odd papers presented. This 
report can give only the general impressions of 
one observer. 

The first day of the Congress was devoted to 
general summary lectures. Dr. J. H. Sheldon 
(Great Britain), retiring President of the Inter- 
national Association, described the goals of the 
association and introduced the new President. 
Dr. E. Greppi, of Florence, presented the opening 
paper in which he defended his thesis that aging 
is primarily a metabolic disease. Although many 
aged people suffer from diseases, it is unrealistic 
to regard the general biological processes associ- 
ated with aging in all animal species as disease. 
Even in the human, some of the alterations in 
physiological functions associated with aging do 
not follow the pattern of any known disease. 
Professor J. Danielli (Great Britain) discussed 
“Biochemical Aging.” In his opinion, aging is a 
general property of living organisms which must 
ultimately be explained in terms of the mecha- 
nisms of cellular physiology. Although we have 
little evidence of age changes in the enzyme 
activities of cells at present, research on the way 
cells duplicate specific macro-molecules such as 
DNA, RNA, proteins, antigens, etc., represents 
a promising area for research. Dr. E. V. Cowdry 
(U. S. A.) discussed “The Pathology of Aging” 
and Dr. M. Biirger (Germany) proposed the 
term “biomorphosis” in place of “gerontology” 
to identify the study of changes in structure and 
function of animals over their entire life span. 
His argument was that since some of the proc- 
esses of aging may begin early in life, even in 
utero, the term “gerontology,” which is derived 
from “geron’” meaning “old man,” is inap- 
propriate. Dr. R. J. Havighurst defined aging in 
sociological terms. In the eyes of a social group, 
a person is old when he can no longer carry on 
some important social function. Since social 
functions differ in different societies and different 
socio-economic groups within a given society, 
aging is interpreted differently in different social 
groups. Lower class people age earlier in the 
social sense than do middle-class people because 
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their functioning depends more on sheer physical 
strength or skill than does that of middle-class 
people. Although physiological functions tend to 
decline after the age of 30 or 40, social compe- 
tence showed very little reduction between the 
ages of 40 and 70 in a sample of American men 
and women. Dr. Havighurst believes that a 
highly industrialized country with low birth 
rates and death rates can best assist its older 
people to retain their sociological middle age in 
spite of biological decline. 

During the remaining four days, the Congress 
was organized under three divisions with parallel 
sessions for the presentation of technical reports 
in: (1) clinical studies, (2) biological research, 
and (3) social research. 

The clinical sessions covered a wide range of 
subjects extending from investigations in human 
physiology to surgery. Approximately 126 papers 
were presented in these sessions. One session on 
arteriosclerosis was held in conjunction with the 
biological research division. On the laboratory 
side, a number of reports dealt with the enzyme 
systems associated with changes in elastin and 
collagen. The preparation of a specific enzyme 
from the pancreas, which is capable of breaking 
down polysaccharides in specific parts of the 
blood vessel walls, was reported. Clinical studies 
reported varying degrees of success in lowering 
blood cholesterol levels in patients by the ad- 
ministration of sitosterol. Although lowering of 
blood cholesterol was often observed, no ob- 
jective evidence of regression of sclerotic changes 
was found. Studies of circulation time, using the 
lobeline method, showed a steady rise with in- 
creasing age. Anatomical and histological ex- 
amination of 3,700 human hearts, obtained at 
autopsy from subjects over 60 years of age, 
showed an increase incidence of brown atrophy, 
sclerosis at the base of the aortic valves, and 
calcification of the left annulus fibrosis. Al- 
though the sublingual administration of nitro- 
glycerine was effective in reducing blood pressure 
in elderly subjects, a marked increase in electro- 
cardiographic abnormalities was observed. The 
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electrocardiographic changes were more marked 
in elderly hypertensives than in normotensives 
of the same age groups. The greatest changes 
were in the S-T segment, T and R waves. A 
statistical study of 4,401 electrocardiograms from 
individuals over 70 years of age demonstrated a 
progressive increase of atrial fibrillation with 
slow ventricular rates. The incidence of chronic 
coronary insufficiency, myocardial ischemia and 
myocardial infarction, as judged from electro- 
cardiograms, increased with age in both sexes. 
The incidence of non-specific myocardial damage 
was greater in women than men. 

In the session on metabolism and endocri- 
nology, clinical reports of impaired function of the 
thyroid gland in older people were read. In 
contrast, laboratory studies were unable to find 
objective evidence of impaired thyroid function. 
The simultaneous administration of 19-nortistos- 
terone and lysine resulted in a greater increase 
in nitrogen retention in aged subjects than either 
substance alone. The treatment was more ef- 
fective in debilitated elderly people than in 
normals. In addition to its effectiveness as a de- 
odorizing agent, an atmosphere of ozone sur- 
rounding a limb with infected varicose ulcers was 
reported to stimulate healing and new skin 
growth. Androgens, estrogens and small doses of 
thyroid were reported as effective agents in 
prolonged therapy of osteoarthritis in elderly 
patients. Exposure to a hot environment (38° C.) 
resulted in greater peripheral dilitation in old 
than in young subjects. However, sweating took 
twice as long to start in the older men and their 
sweat output did not increase as rapidly as the 
young subjects. 

Many papers discussed general principals of 
therapy and stressed the wide individual dif- 
ferences in the responses of elderly patients. The 
importance of considering family and social 
factors in the treatment and rehabilitation of 
older people was emphasized. 

The present Congress showed a marked in- 
crease in papers concerning the basic biology of 
aging as compared to previous congresses. A 
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‘total of 45 papers were presented. Although 


specific answers to many basic questions are still 
unanswered, the rising interest of physiologists,. 
biochemists, zoologists, geneticists, etc., in 
problems of aging holds promise for the future. 
The examination of specific cellular enzyme 
systems showed small changes in some systems of 
certain tissues, such as the arterial wall and 
liver, with age. In other tissues, such as the 
nervous system, no changes could be identified. 
Special emphasis was placed on the physical- 
chemical properties of collagen and connective 
tissue. With increasing age, there is a shift in the 
gel-fibre ratio, with a decrease in the gel phase. 
This change may have an important bearing on 
the transfer of substances from the blood to 
actively metabolizing cells. 

The division on social research considered 
problems of economics, retirement, activities for 
the aged and medical care. Many of the 60 odd 
reports dealt with specific action programs in 
various parts of the world. Reports of health 
status of the aged showed that although the 
demands for medical services increase with age, 
over 34 of the men and 65% of the women over 
age 65, living in the community (the Nether- 
lands), reported that they felt ‘well.’ The need 
for developing home care programs for older 
people was emphasized. Effective rehabilitation 
programs for older people require the collabo- 
rative efforts of the physician, physical therapist, 
social worker, and the family of the patient. 
Flexibility of services is the keynote of successful 
treatment. 

On July 20-21, the Congress convened in 
Venice, where the medical-social aspects of 
senile nervous diseases were considered. This 
part of the Congress was held at the Cini Founda- 
tion on the Island of San Georgio. Papers dealt 
with structural] and functional changes in the 
nervous system, mental performance, nervous 
diseases and psychiatric problems. Histological 
studies demonstrated a gradual reduction in the 
number of functioning cells in the brain and a 
rising incidence of cells containing ‘age pig- 
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ments.”” The importance of post mortem 
autolysis in producing histological and _histo- 
chemical artifacts was stressed. Objective 
evidence of an increase in extracellular water, in 
relation to intracellular water, in epileptics and 
hypertensive subjects was reported. Psychological 
studies failed to demonstrate significant impair- 
ments in learning ability in the aged, although 
the rate of acquisition of new skills was some- 
what slower. Decrements in mental performance 
were relatively slight, particularly before the 
age of 70. The development of personality 
aberrations and psychiatric disorders in older 
people is related to the social environment. 

Although no startling discoveries in the 
treatment of elderly people were reported, many 
additions to our knowledge were reported. The 
Congress served a most useful function in per- 
mitting the exchange of information and ex- 
periences between workers in different countries. 
The papers presented showed contrasts in the 
interests of workers from different parts of the 
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world, and was an indication of the rising interest 
in aging. Our European colleagues have a 
primary interest in the clinical aspects of ger- 
ontology and are concentrating their research 
efforts to the diseases of the elderly. The bio- 
logical aspects of aging are receiving the most 
attention from workers in the United States, 
Great Britain and Switzerland. The organiza- 
tion of medical care programs and rehabilitation 
of the aged is most advanced in Great Britain 
and Scandinavia, but all countries are apparently 
making progress. 

This report would be incomplete without 
mention of the generous hospitality of our 
Italian hosts. The choice of the locale of the 
meetings offered an opportunity for members to 
enjoy the grandeur of Alpine scenery at Merano 
and the uniqueness of Venice. The Congress 
represented a forward step in our knowledge of 
the problems of aging. 

Baltimore City Hospitals 
Baltimore, Maryland 


INSTITUTIONAL CARE OF THE CHRONICALLY ILL 
AND AGED IN MARYLAND 


V. L. ELLICOTT, M.D., DR. P.H.* 


The needs of the aged and infirm require a 
network of facilities and services ranging in level 
of care from the general hospital to supple- 
mentary home care. Adequate referral services to 
direct the patient to the right place are essential 
to this network. 

The principal facilities are: 

General hospitals 
Chronic hospitals 
Nursing homes 

Homes for the aged 
Foster homes 

The patient’s own home 


* Chief, Bureau of Medical Services and Hospitals, Mary- 
land State Department of Health. 


In Maryland the principal services and ways of 
making services available (especially for persons 
of limited income) are: 

State-aided care in general hospitals—pay- 
ments by the State to hospitals for patients who 
are unable to pay. 

Care in Chronic Hospitals operated by the 
State Health Department or care in Baltimore 
City Hospitals. 

Care in nursing homes, care homes or foster 
homes paid by Welfare. 


THE Movinc oF PATIENTS 


When a patient’s condition changes, it may be 
necessary or desirable to move him. If his change 











Deer’s Head State Hospital, in the outskirts of Salisbury, was opened in October 1950. Patients from Ritchie Hospital, the- 
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State’s first Chronic Hospital, were transferred to it. With its 284 beds Deer’s Head is now the State’s oldest Chronic Hospital. 


is one of improvement, he will be moved to a less 
expensive level of care (1). If he changes for the 
worse, he will probably go to a general hospital. 

While the movement of patients is eco- 
nomically sound and is often necessary to provide 
adequate service, it may be quite disturbing to 
the patient. The pros and cons of moving the 


patient should be fully discussed with the pa-: 


tient’s family. Unnecessary moves, such as those 
resulting from shortsighted economic planning, 
should therefore be avoided; and when a move is 
necessary the reason should be carefully ex- 
plained to the patient. When practicable the 
patient should have an opportunity to meet a 
member of the staff of his new home and be made 
to feel that he will be welcomed and accepted. 


GENERAL HOSPITALS 


While the general hospital seldom renders 
long-term care, it is quite important as an 
adjunct. Treatment in a general hospital is 
frequently the occasion when chronic illness or 
infirmity is first recognized. Sixty per cent of the 





admissions to the State’s Chronic Hospitals 
consist of transfers from general hospitals. 

The inpatient or outpatient service of the 
general hospital are logical places for the overall 
study of the patient’s medical needs and for the 
formulation of the plan for future care. It is 
advantageous to start planning early, not to 
wait till the day of discharge. The best planning 
is accomplished in the hospitals which employ 
staffs of well trained social workers and in those 
which have an established plan for the use of 
public health nurses to make follow-up home 
visits. Families frequently have difficulty in 
thinking out their problems without outside 
help. 


CHRONIC HOSPITALS 


Rehabilitation. Maryland’s chronic hospitals 
emphasize rehabilitation. Few patients can be 
improved sufficiently for gainful employment 
but a large proportion can be restored sufficiently 
to walk and care for themselves. Especially good 
results are being achieved here, as elsewhere, on 


NOVEMBER, 1957” 





Fae ED — EEE cn ol on a on nn ee} 


—a2e ee st fm se & . 3 3S £489 











VOL. 6, NO. 11 


the hemiplegics (2). These constitute a large 
group. 

With rehabilitation as a goal the average 
period of hospitalization is relatively short. Pa- 
tients are admitted with the understanding that 
they are not to remain for the rest of their lives 
but are to go home or to some other place and 
whenever possible resume their places in their 
communities (3). 

The ‘Terminal Patient.”’ The chronic hospitals 
accept some patients who have no rehabilitation 
potential but are too ill for nursing home care. 
These are referred to as “terminal cases.”” Most 
of those accepted are in their late terminal stages, 
but the hospital also accepts a few, including 
some of the neurologicals and severe arthritics 
who live many years. It is hoped that in time the 
terminal patients will occupy only a small por- 
tion of the chronic hospital beds. One well-known 
English authority has claimed that this group 
should not constitute more than two or three 
per cent of the admissions to chronic hospital 
services (4). 

The hospitals’ acceptance of the border-line 
patient is discussed under NursING HomEs. 

Admission Policies. Chronic hospital admis- 
sion policies in other places vary. Some accept 
patients who are equally suitable for nursing 
home care; some accept on a financial basis, the 
pay patient going to the nursing home, the indi- 
gent to a chronic hospital. In Maryland the 
patient is routed in the direction of his medical 
needs whether he is rich or poor. The well-to-do 
patient pays full cost; others, through a de- 
termination by Welfare, pay either part or 
nothing. 

Admission of chronically ill patients to Balti- 
more City Hospitals is limited to residents of the 
City who are below stipulated income levels. 

Number of Beds. The Health Department’s 
chronic hospital construction program will 
complete its first stage in about 2 years with 
Montebello’s final addition of 180 beds (5). The 
total beds will then be 1064; 482 in Montebello 
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Montebello Hospital will take additional chronic patients as 
soon as staff can be recruited for this new 213 bed wing. 


in Baltimore, 284 in Deer’s Head in Salisbury 
and 298 in the new Western Maryland Hospital 
in Hagerstown. With about 500 beds for chronic 
patients in other hospitals, and another 400 on 
the intermediate level between the hospital and 
the nursing home, this will still leave a low ratio 
per population but will be ample in terms of cur- 
rent demand. Should more space be needed later 
a logical place for a fourth hospital would be in 
the Maryland suburban area adjacent to Wash- 
ington (6). The need for more chronic hospital 
space will depend largely on the availability of 
nursing home beds and the continuation of the 
hospitals’ present policy of non-acceptance of 
the nursing-home type of patient. 

Waiting Lists. Adequate buildings will meet 
the needs for beds only if the necessary trained 
staff can be recruited. The recently completed 
213 bed wing at Montebello was physically ready 
last May but no additional beds have so far 
(September 1) been put into use. The Hospital 
has not been able to recruit the necessary addi- 
tional staff, especially nurses. As of September 1 
the waiting list of medically acceptable patients 
had grown to 100. The Health Department 
would like to operate its chronic hospitals on 
a policy close to the ideal of No Waiting List. 
Urgent patients, especially the early hemiplegics 
who reap maximum benefit from early rehabilita- 
tion, would be admitted immediately while the 
less urgent would wait a short time pending 
financial and other arrangements. 
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Impediments to Admission. Another need in 
chronic hospital care is that of removing ad- 
ministrative impediments to admissions and 
discharges. One impediment was removed on 
June 1, the effective date of the 1957 Chronic 
Hospital Law Amendment (7). Patients of all 
financial levels can now be admitted, each being 
required to pay according to his ability. Patients 
of middle and upper incomes are admissible, but 
since all who can afford are required to pay 
the full cost of care (at present $275 per month) 
and since some patients require care over a long 
period, these payments still present a barrier to 
admission. 

An example of the hardship in making pay- 
ments is that of the elderly patient whose only 
responsible relative is a son with an annual in- 
come of $5,000 and a family of four. According 
to Welfare standards of the amount to be paid 
for care, the son would be required to pay $1,700 
per year toward the cost of his parent. He would 
have to reduce his family budget from $5,000 
to $3,300. His commitments, such as mortgage 
payments, would probably make this impossible 
and, in any case, he and his wife would be reluc- 
tant to lower their standard of living this far. 

Impediments to Discharge. Any obstacle to the 
prompt discharge of the chronic hospital patient 
is serious because it ties up beds, and if many are 
affected, too few will remain to accommodate 
the volume of new patients who need rehabilita- 
tion. 

A frequent impediment to discharge is that of 
financing:a new plan of care. If a patient has 
little or no money, he is required to apply to 
Welfare and wait until the processing of certifica- 
tion for public assistance. This requires time 
since it frequently involves communications 
with relatives. Relatives usually want the patient 
to stay at the hospital and therefore are not co- 
operative in making other plans. On discharge, 
most patients are well enough to go to their own 
homes, but, for the others, placement in a care 
home or nursing home is often difficult particu- 
larly for Welfare patients with their low rates of 
payment. 
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Even if the patient has funds to pay for nurs- 
ing home care, these are apt to be limited. A good 
deal of his money will have been used up in pay- 
ing for chronic hospital care. 

Planning for the patient’s discharge from 
chronic hospital is often difficult. In few places 
has this problem received the attention it needs. 
With each patient, discharge planning shoul: 
begin with the admission application. This is the 
time to ask the family to keep the patient’s room 
ready in anticipation of his return. If this under- 
standing does not exist at the time of admission, 
the family will very likely consider the chronic 
hospital as the “end of the road” (3). 

Planning for patient discharges in Maryland’s 
Chronic Hospitals is handicapped by shortages of 
social workers. Budgets provide these positions 
but only one (at Deer’s Head) is filled at present. 


. NursInG Homes 


The nursing home is a widely used institution 
for the care of patients who need skilled nursing 
care but do not require the facilities of a hospital. 
Most nursing homes in Maryland, as well as in 
other states, are proprietary and most care for a 
mixture of nursing patients and those who re- 
quire personal service without skilled nursing. 

Transfers from Chronic Hospitals. The nursing 
home is a facility which complements the chronic 
hospital. As mentioned by the State Director of 
Health in an earlier article of this Journal (1), 
ample nursing home space is an important factor 
in enabling the chronic hospital to discharge the 
patient who has reached maximum hospital 
benefit. In doing so it releases a chronic hospital 
bed for a new patient. This is one of the most 
useful functions of the nursing home. 

English hospitals have been much concerned 
over the inadequacy of nursing home space (8). 
To assure space many of their chronic hospital 
services have, through voluntary agencies, estab- 
lished annexes. These accept new patients only 
as referrals from the chronic hospitals. 

The Border-line Patient. A number of patients 
lie on the border-line of suitability between the 
nursing home and the chronic hospital. They are 
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A proprietary nursing home in the suburbs of a small 
Maryland city. Two wings (one not shown) to an existing 
house provide additional ground level rooms and thus reduce 
the fire hazard to the patients. 


not rehabitable and they are able to get along 
in a nursing home if the home can cope with a 
relatively difficult nursing problem. 

Sometimes a chronic hospital applicant is re- 
jected on the grounds that nursing home care 
would seem to suffice, but later on, after attempts 
have been made to place the patient in a nursing 
home, it is found that no nursing home will 
accept him. His personality, his tendency to 
wander from the premises or his.incontinence are 
examples of the unacceptable patients. When this 
problem occurs, the chronic hospital reconsiders 
the application and, when indicated, accepts the 
patient. It is difficult, too, to find a nursing home 
which will accept the patient whose care is fi- 
nanced by Welfare, at Welfare’s existing allow- 
ance of $106.50 to a $116.50 per month, when the 
patient requires a large amount of nursing and 
other personal service. These cases pose serious 
problems. Limited nursing home space for Wel- 
fare patients represents one of the greatest needs 
in services for the chronically ill. 

Ratios of Beds. Maryland’s plan assumes a 
reasonable component of nursing home and 
chronic hospital beds in each section of the State. 
Local shortages should not be permitted because 
they force patients to be placed too far from their 
homes and families. While chronic hospitals 
have been located to meet regional needs (one in 
each of three widely separated areas of the 
State), it is impossible, through State planning, 
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so long as proprietary nursing homes’ locations 
are determined by the business interests of the 
owner of each home. The result is a concentration 
of homes in the suburban areas of cities, a mod- 
erate number within cities and, partly because 
of fire hazards but principally because of lack of 
demand, very few in rural areas. 


TABLE I 


An Example of a Regional Unbalance of Chronic Hospital and 
Nursing Home Beds 








l 
Nine | 
Eastern | Montgomery 
Shore | ounty 
Counties | 
Pa ee 236,000 | 276,000 
Chronic hospital beds.............. 284*| 103+ 
Beds filled by local patients....... 157 | 4 
Nursing home beds................ 195 | 633 (9) 
Beds occupied by Welfare patients. 9 | 65 (9) 





* Beds at Deer’s Head Hospital. 
+ Portion of Montebello and Western Maryland Hospital 
beds based on County’s population. 


A few of the Eastern Shore nursing home pa- 
tients are non-residents of Maryland, but in 
Montgomery County, adjacent to the District of 
Columbia, 50% are non-residents. At Deer’s 
Head Hospital, located in Salisbury and serving 
primarily the 9 Eastern Shore counties, the 
shortage of nursing homes has made it impossible 
to prevent the occupancy of a large number of 
chronic hospital beds by patients who belong in 
nursing homes (Table 1). 

Beds Paid for by Welfare. In Maryland the 
number of occupied nursing home beds, includ- 
ing those in the infirmary units of homes for the 
aged, is approximately 2900. Of these patients 
1316 are receiving Public Assistance checks (10). 
Some checks cover part of the cost of the pa- 
tient’s care, the patient paying the rest, but most 
of the checks pay the entire amount allowed by 
Welfare. In other states, Welfare also pays for 
a large part of the care of nursing home patients. 
Across the country it is estimated that 55% are 
financed partly or wholly by Welfare (11). 

The Inexpensive Nursing Home. By far -the 
greatest need in nursing home care is that of ade- 
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quate accommodations for the patient of limited : 


means. Most patients have low incomes when 
they have reached the stage of needing nursing 
home care and very few can pay the $50 to $60 
per week charged by the average home. Over half 
of the people who are now in Maryland’s nursing 
homes are either Welfare patients or those who 
can pay little more than the Welfare rate of $25 
to $30. The minimum cost of adequate nursing 
home care is $35 to $40 (12), so the nursing home 
either suffers a $10 or more per week loss on each 
Welfare patient or, if it has many such patients, 
is forced to lower its expenses and operate on a 
sub-standard level. This discrepancy between 
payments and operating costs has resulted in an 
insufficiency of space and poor care—an inevita- 
ble outcome. 

Space for Negro Patients. It is difficult to find 
nursing home beds for negro patients. One large 
home in Baltimore accommodates 136, another 
60, while one on the edge of Baltimore in Anne 
Arundel County cares for 43. Montgomery 
County has two small negro homes with a total 
of 18 beds. The 257 beds of these five homes 
represent the total space available for negroes in 
the State. This is equivalent to 0.56 beds per 
1,000 population. The Southern Maryland and 
the Eastern Shore counties have no nursing 
homes for their large negro populations. 

Many negroes who need skilled nursing care 
are forced to get along with unskilled care under 
a substitute plan. 

Nursing Home Standards. Nursing home stand- 
ards have improved in Maryland under the li- 
censing system of the Health Department and 
the cooperation of nursing home operators. Fire 
hazards have been reduced, diets improved, and 
more personal services given to patients. Most 
homes are, within their available incomes, 
making conscientious efforts to give a higher level 
of care. Bedsores, for example, rarely occur and 
bed patients who are strong enough to sit in an 
arm chair or wheel chair are lifted from their 
beds every day. 

While most nursing homes are doing well, a 
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few are still operating on low standards. Fire 
hazards still exist in some homes, patients’ 
records are poor, diets are inadequate and sur- 
roundings are depressing. Naturally, these sub- 
standard conditions occur principally in the 
homes which cater to Welfare and other low- 
paying patients. 

Enforcement of Licensing Standards. With the 
1957 Amendments of the State’s Hospital and 
Nursing Home Licensing Law the Health De- 
partment can act more firmly with the operators 
of unsatisfactory homes. One large home was 
closed by Board of Health action in July. 

Still further strengthening of the licensing law 
is needed. There should be a provision for impos- 
ing a fine for a single violation. Some homes re- 
peatedly violate but avoid going far enough to 
justify license revocation. An example is that of 
keeping a bed patient on the second floor of a 
home unprotected by sprinklers but moving the 
patient to the first floor as soon as the Health 
Department discovers the violation. The licens- 
ing law is also weak in respect to the operator of 
a home who claims he needs no license because he 
is operating a boarding home, viz., keeping no 
patients who require personal service. Unless the 
Health Department happens to have proof that 
nursing or care patients are in the building it can- 
not insist on an inspection to find out. 

Admission Policy. Finally, there is need for a 
change in nursing home admission policies. 
Ideally, no person should be admitted to a nurs- 
ing home if there is possibility that his condition 
could be improved through the rehabilitation 
services of a chronic hospital. Doubtful patients 
should go to the hospital for study. The number 
of potentially rehabitable patients now in nurs- 
ing homes is not known, but it is known that 
many patients enter without much thought of 
this question. Welfare has agreed to explore with 
the Health Department the practicability of a 
joint screening of chronic hospital and Welfare 
nursing home applications so that, at the begin- 
ning, the right patient can be directed to the 
right bed. Not long ago, the nursing home Wel- 
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fare patients under the jurisdiction of one of 
Baltimore’s Medical Care Clinics were studied 
(13). Of 108 patients it was conservatively esti- 
mated that 20% could derive benefit from chronic 
hospital procedures. 

Future Nursing Homes. The nursing homes 
which will be seen in future years will be varied 
in patterns because of variations in demand. The 
well operated proprietary nursing homes will 
continue and will give the discriminating well- 
to-do patient a selection to suit individual taste. 


Public opinion, it is predicted, will not tolerate’ 


the continuation of the sub-standard proprietary 
home. These sub-standard homes provide ac- 
commodations for many Welfare patients. If 
they are to continue to serve this purpose, the 
rates paid by Welfare will have to be increased to 
enable the operators to provide good standards 
of care and at the same time keep a reasonable 
profit. There is some question, however, con- 
cerning the appropriateness of the proprietary 
home for the Welfare patient. Some claim that 
non-profit or public institutions are more suit- 
able and that these facilities should be expanded 
to meet this need. 

A serious obstacle to the establishment of a 
new nursing home, whether proprietary or non- 
profit, is the building cost. Because of the high 
cost of new construction most nursing home 
operators purchase or rent large existing private 
residences. Nearly all of these are fire hazards 
and they are poorly designed for nursing home 
usage. To encourage the construction of new fire- 
proof buildings designed especially as nursing 
homes, the Wolverton Amendment of the Hos- 
pital Construction Act, a few years ago began 
providing Federal funds to be matched with 
State and local. They are available for either 
non-profit or publicly operated homes. In Mary- 
land none of these Federal funds have been used 
for nursing homes so far, but they are available 
and they can cover as much as one-third of the 
cost. The remaining two-thirds, however, seems 
too much for local groups. The Health Depart- 
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ment therefore has been urging the State to put 
up an additional one-third. 

Maryland already has a few non-profit nursing 
homes and these are rendering valuable service. 
Many more are needed, and it is suggested that 
general hospitals throughout the State consider 
the feasibility of establishing nursing homes 
under affiliated relationships. Other community 
organizations might also keep this in mind. It 
has been largely through interested public 
spirited community groups that general hospitals 
have been established. Similar groups might 
very well sponsor nursing homes. 

While the community non-profit nursing home 
would seem plausible and practicable for the 
counties and for the large towns within the coun- 
ties, this type would not be likely to develop and 
grow in Baltimore. The City needs many homes 
and each would need community support from 
the section around it. This kind of support does 
not develop easily. The institutions which are 
likely to develop and expand in Baltimore are 
those operated by special interest groups such as 
churches and fraternal orders and those operated 
by the City itself with tax support. 


RESIDENTIAL CARE 


The home for the aged and the so-called care 
home refer to institutions for the aged and in- 
firm who require some personal service and who 
therefore cannot reside in a foster home, a board- 
ing home or a hotel. The personal service re- 
quired by the patient does not include skilled 
nursing care. 

Like the nursing home, the home for the aged 
is a valuable asset for receiving the patient dis- 
charged from the chronic hospital. Many chronic 
hospital patients can be improved sufficiently to 
get along with residential rather than nursing 
care. The transfer of a chronic hospital patient 
to a home for the aged is therefore another way 
of making a new bed available in the chronic 
hospital. 

Maryland has 18 homes for the aged and these 
contain 1,623 beds (14). Most of them have in- 
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A home for the aged on the outskirts of Baltimore; supported 
by voluntary contributions and managed without regard to 
any national, religious, political or social interest. A $125,000 
infirmary wing is planned. 


firmaries so that patients with temporary illness 
or those needing nursing care do not have to be 
moved to other places. They are larger than nurs- 
ing homes and all are operated by non-profit or- 
ganizations. 

The State also has 17 small homes licensed by 
the Health Department as “care homes.’”’ None 
contain over 10 beds since by definition any 
home which gives personal care to more than 10 
patients is classified as a nursing home and re- 
quired to meet nursing home standards. 

The home for the aged which provides continu- 
ous nursing care, as well as custodial, can accept 
and keep aged persons for the remainder of their 
lives. When a patient’s condition deteriorates 
so that he requires permanent nursing care, he 
does not have to be transferred away but can 
stay in the infirmary indefinitely. All patients in 
these homes, except those whose financial plans 
are uncertain, can have a sense of security which 
is not enjoyed in other institutions. Society owes 
a debt of gratitude to the church groups and 
other fine organizations which operate these 
homes and in many instances make up large fi- 
nancial deficits. 


THE MENTAL HOSPITAL 


The mental hospital should be considered an 
asset only for those aged and chronically ill pa- 
tients who cannot be managed in a chronic hos- 
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pital, a nursing home or some other place. Many 


of the elderly confused patients are quite man- 
ageable. Twenty per cent of Maryland’s nursing 
home patients were classified in the 1953 Study 
of the Commission on Chronic Illness as confused 
most of the time (15); but when a patient cannot 
be stopped from wandering from the premises, 
from loud talking or other objectionable behavior 
which cannot be managed by the regular staff of 
the institution, he has to be committed and trans- 
ferred to a mental hospital. 

Maryland’s Mental Hospitals are collaborating 
in sending early hemiplegic patients to the 
Chronic Hospitals whenever they are in a man- 
ageable mental state and have a prospect of re- 
habilitation. The staffs of our Chronic Hospitals, 
as well as those in other places, have become 
quite skillful in training the hemoplegic patient 
to walk and to regain maximum use of his re- 
maining muscles. 

One advantage of the Mental Hospital over 
other places is the low cost. In Maryland patients 
and responsible members of the family are re- 
quired to pay no more than a maximum of $97 
per month. This contrasts with the much greater 
financial barriers resulting from the higher pay- 
ments required for chronic hospital and nursing 
home care. 


THE ALMSHOUSE 


The City or County Almshouses which still 
operate on the old dumping-ground concept 
should be classed as worthless assets. One reason 
for constructing Maryland’s Chronic Hospitals 
was to abolish these places. A few were given up 
soon after Ritchie, Maryland’s first Chronic 
Hospital, was opened in August 1947. Several 
more, including all those on the Eastern Shore, 
were closed after Deer’s Head was opened in 
October 1950. Washington County abolished its 
Almshouse last year and cooperated in placing 
its 51 patients elsewhere. One county is operating 
its institution on an intermediate level between a 
nursing home and a hospital; another is planning 
to convert its County home into a home for the 
aged. It is hoped that the five other counties 
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which still have almshouses will, before long 
either abolish them or convert them into high- 
standard nursing homes or homes for the aged. 


CARE OUTSIDE OF INSTITUTIONS 


Whenever the patient can stay in his own 
home, in the home of a relative or a foster home, 
one more institutional bed is available for some- 
one else. Adjuncts to home care, such as home 
calls by visiting nurses or housekeeping help, 
often make the difference between an endurable 
and an unendurable home situation. Distressing 
home situations are the basis for a large number 
of applicants for chronic hospital care, and the 
time when the family invalid is institutionalized 
is apt to be when a sister or a niece is no longer 
available. 

The foster home is useful when the facilities 
of an institution are not needed and the pa- 
tient’s own home is not available. The State 
Department of Mental Hygiene has been emi- 
nently successful in utilizing foster homes for 
patients paroled or discharged from mental 
hospitals. They could be used more for the infirm 
and the chronically ill. 

For the chronically ill patient at home periodic 
visits by the public health nurse are strongly 
recommended. The nurse is in a strategic position 
to help members of the family in their efforts to 
prevent patient neglect; she can give suggestions 
for appropriate activities for the home-bound 
patient and, through her knowledge of voluntary 
organizations, she can arrange for friendly 
visitors or automobile rides. 

The home and office medical care programs 
operated by the Baltimore City Health Depart- 
ment and by the County Health Units, and the 
outpatient services of hospitals are valuable ad- 
juncts to the home care of indigent and medically 
indigent patients (16). 


FUTURE PLANNING 


Official and voluntary agencies concerned with 
the needs of the chronically ill and aged might 
well direct their efforts toward strengthening 
services which are weak and striking a better 
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balance between different types of service. In 
Maryland, chronic hospital space is increasing 
rapidly. By 1959, when the present building 
construction program will have been completed, 
nursing home space, especially the beds for low- 
paying patients, will by comparison be far be- 
hind. Residential care and care of the patient at 
home, while not behind nursing home care, are 
not well developed and are not making headway. 
Social services, to aid the patient and family in 
finding and securing needed service, should be 
strengthened. These weaknesses in service are 
serious. The agencies and organizations con- 
cerned have much work ahead of them. 

It would be helpful to have a planning group 
of wide scope to consider the needs of the non- 
indigent as well as the indigent and both the in- 
stitutional and non-institutional patient. 

2411 N. Charles Street 
Baltimore 18, Maryland 
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THE KESWICK (HOME FOR INCURABLES) 


W. GRAFTON HERSPERGER, M.D. 


The Keswick (Home for Incurables), as the 
name implies, is a place of permanent abode for 
the person who has some ailment from which 
he cannot recover. It is not a nursing home, nor 
is it a home for the aged, but a hospital for the 
care of those for whose affliction medical science 
has not as yet found a cure. The institution 
became a member of the American Hospital 
Association in 1947, and of the Baltimore Hospi- 
tal Council in 1955. 

Since 1954, the general public has known the 
Home as “Keswick,” although the corporation 
name, of necessity, remains “Home for Incur- 
ables.”’ It is worthy of note that the original 
name disturbed very few patients, the vast 
majority recognizing the Home as a hope ful- 
filled, a place where they could associate with 
others similarly affected, in the knowledge that 
continuing care and security were assured for 
their remaining years. 

Baltimore’s Home for Incurables was one of 
the first such institutions in this country. Those 
responsible for its inception owe their inspiration 
to England. It was there that the first home for 
incurables was founded, in 1854, by Dr. Andrew 
Reed, a minister, with the assistance of Charles 
Dickens, the novelist. 

In Baltimore, the first location was the Turner 
Mansion, at 270 East Fayette Street, where, in 
1883, it began with beds for seven patients. The 
number soon increased to fifteen, which filled 
the house. In 1887, more spacious quarters were 








Fic. 1. Keswick (Home for Incurables). 2nd Site 1887-1926 
(Guilford Avenue and 21st Street). 


needed and the institution moved to a building 
at Guilford Avenue and Twenty-first Street. 
In 1926, patient demand necessitated another 
move, this time to the present site on West 
Fortieth Street at Keswick Road. The City has 
reached out about this seven acre tract, but a 
large part of the quiet suburban atmosphere 
continues within. In 1939, the Bauernschmidt 
fund made possible a building program which 
added forty-four beds for men. At the same time 
a nurses’ home and utilities buildings were 
added. During the past 4 years, space has been 
reclaimed for several additional rooms, so that 
now there is a total capacity of one hundred 
and ninety beds. These beds are one hundred 
per cent occupied nearly all of the time. 
Discussion of the current program at Keswick 
may be initiated by re-emphasizing the fact that 
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I'1G. 2. Keswick (Home for Incurables). Present Site 1926- 
to date (700 West 40th Street). 


patients become eligible for admission when 
they have some chronic illness from which re- 
covery cannot be effected. Exceptions to this 
rule include persons with mental disorders, con- 
tagious diseases, and malignant disease, although 
patients with the last mentioned are occasionally 
admitted. This is at the discretion of the medical 
director, if there exists some other incurable 
disorder which makes them eligible. These cri- 
teria make possible a wide patient age span 
although, as can readily be understood, the 
majority are in the middle and older decades. 
The medical director and assistant medical 
director of Keswick have an over-all responsi- 
bility in the management of every aspect of 
patient care and endeavor to play a central role 
in outlining the most suitable types of therapy 
and recreational activities, and in encouraging 
the patients to participate in them. Consultants 
in the various specialties are available when 
needed and there is regular attendance by a 
dentist and laboratory technician. Roentgen 
studies are performed by the assistant medical 
director using new x-ray equipment, ready for 
operation September 15, 1957. The nursing per- 
sonnel is similar to that of the general hospital, 
except for the fact that they have a special 
interest and experience in the care of older and 
chronically ill persons. Not only must the nurse 
who works with long term illness be competent, 
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but, above all, she must be unusually kind and 
patient and optimistic. Best results are obtained 
when the nurse is well known by the patient, 
and the reverse is, of course, likewise true. The 
presence of a capable, full time director since 
1953, has been of great value in all aspects of the 
Keswick program. 

The care of a chronically ill patient begins 
with the obtaining of a complete history and the 
performance of a thorough physical examination. 
With respect to the history, much emphasis is 
given to allowing the patient to talk freely, 
endeavoring to obtain an over-all story of his 
life, successes and failures, anxieties and fears, 
as well as family and social relationships. Fre- 
quently the history may be supplemented by 
facts gleaned from relatives. Contact at the 
outset with the patient’s relatives is encouraged 
and will be of future value to both doctor and 
patient. 

When one is endeavoring to care for the type 
patients found at Keswick, frequent question- 
ing about their health and repeated examina- 
tions are necessary if complicating disease 
processes are to be detected early. This is true 
because such patients frequently will not report 
new symptoms, as they have come to accept pain 
or malfunction as a matter of course, or may be 
unable to volunteer new complaints, so that 
important disorders may be minimized or neg- 
lected. 

Perhaps the most serious misfortune to befall 
nearly all chronically ill or elderly people who 
enter an institution for permanent care is that 
of losing the close relationship of old friends and 
the members of their families. At Keswick, the 
entire staff, including representatives of the 
board of lady managers, endeavor to offset this 
feeling of loneliness and emptiness experienced 
by the newly admitted patient. However, it is 
the other patients themselves, organized for 
such duties, who visit their newest member, 
bearing flowers, greetings, and invitations to 
the various activities, who are most effective in 
bringing about the happy adjustment. 
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Fic. 3. Class in Ceramics 


In recent years, much has been accomplished 
for the patients at Keswick by a program of 
rehabilitation. One does not expect to be suc- 
cessful in producing full recovery of the specific 
organ or function primarily involved, but must 
concentrate on the recovery of the individual as 
a whole. Rehabilitation to the point of returning 
home and to useful employment is likewise not 
expected. The aim is not only to prevent mental, 
emotional and physical deterioration, but to 
improve these particular faculties to the greatest 
extent possible, so that the patient can achieve a 
relative degree of independence and come to feel 
that he is an accepted citizen in the environment 
in which he lives. 

For many people life loses its purpose when 
they are no longer able to work—most have 
developed few other interests and activities with 
which they might occupy themselves during a 
prolonged period of illness. Keswick endeavors to 
remedy this situation by supplying an active 
occupational therapy and recreation program. 
Each of these departments has a full time 
director and many volunteer assistants, not the 
least of whom are the patients themselves. 

In addition to the central occupational ther- 
apy room, the presence of small work areas on 
each hall has encouraged many otherwise inac- 
tive patients to participate for short periods. 
Gentle persuasion by doctors, nurses, and occu- 
pational therapist is necessary in order to get 
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many patients started, but thereafter nearly all 
have an active interest in their project. 

The recreational therapist is responsible for 
leadership in planning, organizing and directing 
this particular aspect of rehabilitation. Grcat 
emphasis is placed upon having patients partici- 
pate in planning as well as performance, an area 
in which the vast majority have responded 
magnificently. In addition to the usual games, 
there is a rhythm band including fifteen patients, 
two plays each year in which all of the actors 
are patients, a patient council which publishes 
a monthly newspaper, the ‘Keswick News,” 
and other activities too numerous to include. 
This department has done much not only to 
entertain the patients, but more significantly, it 
has attained a high degree of participation and 
enthusiasm and has aided greatly in mental 
and emotional rehabilitation. 

As the majority of patients at Keswick have 
some type of neuromuscular or skeletal disorder, 
it is imperative that there be a well-equipped, 
modern physical therapy department. Such a 
department has existed since 1954, and there 
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are two licensed physical therapists. The key 
to success in this type therapy with the chroni- 
cally ill is in the word motivation. Medical and 
nursing personnel as a whole endeavor to promote 
it, but, in reality, it is the physical therapists, 
working for long periods with the handicapped, 
who coax and encourage and lead, helping each 
patient to make the most he can with what he 
has left. Not all patients need to be taken to the 
physical therapy department, but many need a 
special type help that can best be administered 
in their rooms. One of the therapists is especially 
interested in this bedside treatment. The dinner 
hour finds her in some patient’s room, giving 
instructions in new ways to use eating utensils, 
or reshaping these so they can be used by hands 
deformed and stiffened by arthritis. Many are 
taught ways by which they can relearn to bathe 
or dress themselves or move safely about their 
rooms and carry on many other activities long 
since abandoned. This type of instruction is 
considered equally as important as other forms 
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of physical therapy and has led to gratifying 
results, serving to help a large number of patients 
become self-sufficient. 

This brief account of the establishment of the 
Keswick (Home for Incurables) and the type 
care rendered the chronically ill through the 
years does not permit inclusion ofthe names of 
the many devoted men and women who have 
contributed their time and efforts throughout 
the years of its existence. The present program is 
described in some detail, emphasis being placed 
upon coordinated effort by the entire staff. The 
ultimate goal is rehabilitation of the patient 
mentally, emotionally, and physically, such that 
he can gain the greatest possible degree of inde- 
pendence and self-sufficiency in a place assuring 
competent medical and nursing care and the 
security of a permanent home. 

W. Grafton Hersperger 
12 East 33rd Street 
Baltimore 18, Md. 


RECENT CONTRIBUTIONS TO THE MEDICAL 
PROBLEMS OF OLD AGE 


GEORGE S. MIRICK, M.D. 


This is the title of a review by Dr. Frederic 
D. Zeman, published in three parts in the New 
England Journal of Medicine, Vol. 257, pp. 317, 
369, 411, in the issues of August 15, 22 and 29, 
1957. In this article Dr. Zeman has reviewed 
79 pertinent references, all but 6 published in 
the last seven years and 54 in the last three 
years. In orderly fashion he has discussed folk- 
lore, statistics, bibliographies, and the aging 
process. The last two sections are devoted to the 


clinical picture of disease in the aged arranged 
by systems, with concise and documented sec- 
tions on psychiatry and therapeutics. This 
recent work by Dr. Zeman with the bibliography 
is recommended as a guide to all who seek orien- 
tation in this constantly enlarging and important 
field. 
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About the diseases in India, you can see any- 
thing you want to see there. Just name your 
disease and they’ve got it. I was operating in 
one of their hospitals one morning and while I 
was operating a case of cholera came in. This 
man had only been taken sick the night before, 
but he died before they could even get him to 
the ward. They save some cases of cholera if 
they give them intravenous fluids quickly 
enough, because they become tremendously 
dehydrated almost immediately from diarrhea 
and vomiting, and they die very promptly. They 
do save some of them if they get intravenous 
fluid into them fast enough. 

This little 80 bed hospital, just a short time 
before, had had about sixty cases of cholera in 
it, and so you can see what a problem that is. 
You see plenty of small pox and typhoid. I saw 
a lot of cases of tetanus which I had not seen 
for years. Pulmonary tuberculosis is rampant 
every place. In Japan, which is much further 
advanced than most of the Asiatic countries, 
only one case in fifteen of pulmonary tubercu- 
losis can be hospitalized. They haven’t got the 
hospitals for them. It is much worse in India. 
Their pulmonary tuberculosis is many times 
what ours is. About six per cent of the people of 
Japan have pulmonary tuberculosis. It is worse 
in India. In our country, I believe it is 0.3 or 
0.4 per cent, something like that. There is surgi- 
cal tuberculosis everywhere: tuberculosis of the 
spine; the hip; tuberculosis of the bones, the 
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joints, the glands; intestinal tuberculosis, ail 
kinds of tuberculosis. Osteomyelitis, you see all 
the time, which we don’t see here hardly any 
more at all, or very little. There is plenty of 
filariasis. They have osteomalacia associated 
with pregnancy. They don’t know exactly why 
unless it is due to some anemia that goes with 
pregnancy. They have a lot of malaria. There are 
a lot of secondary anemias in which the hemo- 
globin goes down to ten per cent and the red 
count is under a million, and they don’t trans- 
fuse these people because they can’t get their 
people to give blood for transfusions. They just 
treat them with iron and liver and some of them 
get well. 

I saw a woman who came into the hospital one 
day as I was leaving, with a huge opthalmic 
tumor which they say is very common over there. 
This thing was a cylindrical affair, was sticking 
214 inches from her head with her eye right on 
the distal end of it. She was having terrific pain. 
That is a form of sarcoma they tell me, and if 
they get them early enough they can scoop the 
whole thing out and cure some of them; but 
people don’t come for treatment early; they come 
late. 

You see many advanced cases of carcinoma of 
the stomach and carcinoma of the breast. All 
that sort of thing over there is far more advanced 
than we see here. 

Another thing that I saw over there which | 
don’t think I had ever seen a case of before, 
although I used to hear it described, was noma. 
The case was a little girl who had had necrosis 
of the cheek. She had lost her whole cheek, her 
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maxilla and her mandible, so she had a great 
vacant space on the side of her face which a 
plastic surgeon was going to try to fix up for her. 

The average length of life in India is only 
twenty-seven years. In Japan it is fifty-eight 
years, only ten years less than ours. That shows 
the difference in the medicine in those two coun- 
tries. 

The Hindus don’t believe in killing animals, 
as you know. The devout Hindu won’t kill 
anything. They believe in transmigration of the 
soul, and transmutation of the body, and they 
believe that at the end of this life they are going 
to be a gnat or elephant or something else in the 
next life. So a devout Hindu won’t walk along 
the street without sweeping a path in front of 
him, for fear he might step on an ant and kill 
his grandfather; or he will wear a mask so he 
won’t inhale a gnat and smother his grand- 
mother. They go to very great extremes. 

The monkeys in India are a great pest. They 
steal everything in the world. They go into 
houses and steal anything they can get their 
hands on and take it up a tree or out in the plain. 
The people won’t kill these monkeys though, 
but sometimes the villagers corral all the mon- 
keys in their village and take them out and 
dump them in some other village. One way of 
doing it! 

The living conditions among the poor people 
of India are perfectly terrific; they are abso- 
lutely frightful by our standards. They live in 
little bits of shacks, no furniture, except a little 
stove they cook on, and practically nothing 
else. They sleep on the ground. They have no 
sanitary facilities. They wash in gutters by the 
street in very dirty water. They wash both their 
bodies and their clothes there. I had a hard time 
finding out what they did about toilet facilities. 
Of course they don’t use toilet paper. If they are 
prosperous enough they might have a little 
basin. They go out in the bushes or in the sand 
someplace and then use that little basin, with 
water in it, to wash themselves with, with the 
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left hand. They never eat with that left hand. 
They eat their rice with the right hand. They 
use a little cake about this big around (6 in. in 
diameter) called a chapati. It is very thin and 
very flimsy and they pick up the rice with that 
cake and eat it with the right hand, but they 
never eat with that left hand. There is a reason. 

The high class Hindus eat their rice with a 
dessert spoon and fork, very much like the 
British eat dessert. 

Benares is a holy city on the Ganges River— 
the Ganges River is holy for the Hindus, and its 
tributary, the Jumna River is also holy. At 
Benares I went out in a boat on the Ganges so 
I could see all of their religious ablutions. They 
go in the water, wash themselves, pour water on 
their heads, drink the water, gargle with it, 
utter prayers and make all sorts of funny signs 
over the water. The water is filthy. My guide 
told me it had been scientifically proven that 
the water of the Ganges killed bacteria. I forgot 
my manners and made some appropriate remark 
to that—can’t remember what. Then in the next 
breath he told me that the drinking water of 
Benares was taken from the Ganges River after 
it had been filtered and sterilized. Now I don’t 
know how you can get along with people who 
think like that. I just don’t know how you can 
do it. 

Everybody who is sick or ailing tries to drag 
themselves to the banks of the Ganges or the 
Jumna. If they die on the banks of one of the 
holy rivers transmutation of the body and trans- 
migration of the soul stops, they enter a state of 
Nirvana, or nothingness, and they don’t have to 
worry about being a gnat in the next life or an 
elephant in the life after that or something worse. 

In Bangkok I had a very interesting time. The 
Director of the Woman’s Hospital there is an 
old friend of mine whom I had known for years 
and had seen in various places. He took me to 
his house, and just to show you what the status 
of women is in that part of the world, his wife 
served us drinks and food, and walked around 
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the house barefooted, but took no part in the 
conversation, although she did speak English. 
Nor did she sit down to eat with us. 

I also saw Siamese boxing, in which they both 
strike with boxing gloves, and kick. They are 
barefooted so their kicks are not so bad. Anyway, 
they’ll be boxing each other and hitting each 
other any place at all, and first thing you know 
one of the boxers will cut loose and kick his op- 
ponent right in the face. Very fantastic stuff. 

I haven’t time to talk to you about a lot of 
the places I went to, but I do want to say one 
word about that little island Bali which is said 
to be one of the still unspoiled places on the face 
of the earth. When my wife and son were there 
just before the war, my wife sent me some pic- 
tures of the beautiful Balinese girls with nothing 
on from the waist up. So I wrote and told her to 
come on home and let me come over there, that 
the wrong member of the family was there. 

Well, the Indonesian Government has passed 
a law that these girls have got to go covered. 
They don’t want to go covered, and they are 
not going covered either. They disobey the law, 
and there have been no efforts so far to enforce 
it. They simply go around naked from the waist 
up. These girls like to dress up when they are 
going out in the evening. Then they put on some 
kind of shirtwaist, but when they are around 
during daytime in the sun, and are about their 
work, they take off everything down to the 
waist. They are nice things to look at too; it adds 
to the joy of traveling quite a bit in that par- 
ticular land. 

I haven’t time to talk to you about the 
Southern Hemisphere at all. Almost everyplace 
I went, both in the Southern Hemisphere and in 
Asia, I saw American factories where we are 
making our things right on the ground—every- 
thing from soap to automobiles. In Australia, 
General Motors is making a car that is sold only 
in Australia, not sold anyplace else. The name 
of it is Holden. It’s an inexpensive car they make 
just for Australia. About 80 per cent of the cars 
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in Asia and the Southern Hemisphere are 
American cars. 

In Manila, I ran across a very pleasant cus- 
tom, a thing they call the marienda. Marienda 
is something you go to about four o’clock in the 
afternoon, and it is characterized principally 
by Scotch whiskey, all sorts of good foods, and 
delightful people. They are very nice people 
indeed, well educated and charming. The only 
trouble with this marienda was that I had to 
make a talk at Santa Tomas University right 
afterward, so I couldn’t take full benefit of it. 

In Hong Kong I went through what they cal 
the new territories and drove right along the 
Red border, but of course I couldn’t cross it~- 
didn’t want to anyway. People are not supposed 
to be allowed to cross that border. But even in 
spite of that, trains are passing all the time from 
Hong Kong to Canton, carrying people back 
and forth. So there is sort of a limited truce as 
far as non-passage between Red China and Hong 
Kong is concerned. They are no longer worried 
about the communists in Hong Kong. They did 
think at one time the communists were going 
to take them over. They are no longer worried 
about it, but whether they are just whistling in 
the dark or not, I don’t know. 

The rest of the time I’d like to talk about 
Japan. Japan is a beautiful country. Those of 
you who have been there know that it is per- 
fectly beautiful country, beautiful scenery. | 
visited all of our military hospitals in Japan, 
Korea and Okinawa, and a great many civil 
hospitals also. I went to a tremendous number of 
civil hospitals and saw a lot of Japanese surgery, 
much more than I had seen when I was over 
there before in 1948. 

I went to see one Japanese operate who was 
really a character. He was over here recently, 
Dr. Nakayama. Some of you all met him. Did 
you meet him Bill, over at Hopkins? He called 
me up when he was here but I was down at the 
meeting of the State Medical Society. He is the 
only Japanese I have ever seen who is a complete 
extrovert. He is the most outgoing person I have 
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ever seen. Most of them are introverts. This 
fellow is a complete extrovert; he talks all the 
time, loves to talk about his surgery and loves 
to have a gallery around to see him operate. 

I went to see him operate one morning and he 
did seven cases in three hours, and all big cases, 
too. Of course he had three rooms, so he went 
right from one to the other, no lost time at all, 
ind he certainly knows his way around inside 
of the human body. 

I don’t think his surgery would be considered 
good surgery by our standards. The first case he 
did was a carcinoma of the esophagus. He made 
a great sweeping incision from between the ribs 
on down through the abdominal wall. One reason 
for his speed was the use of mass ligatures. He 
would take an aneurysm needle, put it around a 
huge mass of tissue, doubly ligate the whole 
mass, then cut right through between the liga- 
tures, and go right along. The only individual 
vessel that I saw him tie was the azygos vein. He 
did give that enough courtesy to tie it indi- 
vidually. Then he very deftly took out the 
esophagus except the part in the neck. He then 
made a little incision in the neck and in nothing 
flat he had the upper end of the esophagus out. 
Then he brought the stomach up into the neck 
subcutaneously and did an anastomosis up there. 
That operation took him an hour. The other six 
took him two hours. The other six consisted of 
two cases of carcinoma of the stomach which he 
simply opened and closed as they were inoper- 
able. He did one partial gastrectomy. Why he 
did it I don’t know. This man had pain in the 
epigastrium but all his laboratory and X-ray 
findings were negative, and when he opened the 
man up he found no pathological condition 
whatsoever, but still he did a partial gastrectomy 
on him. 

He did one huge kidney tumor which he did 
very beautifully. Then he did a so-called radical 
breast. We wouldn’t call it a radical breast at 
all. Then a stricture of the rectum. All that in 
three hours. 

Japanese medicine is now just about where 
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American medicine was fifty years ago. I doubt 
if it is as far advanced as American medicine 
was fifty years ago, but they are having the same 
trouble over there now that we did fifty years 
ago. Fifty years ago you remember we classified 
all our medical schools as A, B, and C, Medical 
Schools, and the B and C Medical Schools went 
out of existence without any compulsion at all, 
simply the force of public opinion. 

There is a man in Keio University in Tokyo, 
named Kusama, who is a very inspiring chap. I 
talked with him about an hour-and-a-half. He 
has an M.D. from Stanford University and a 
Doctor of Public Health from Hopkins, and that 
man is more responsible than anybody else for 
revolutionizing the system of medical education 
in Japan. He has introduced our system of both 
Undergraduate and Post-Graduate Medical 
Education there. He has started the bedside 
teaching which Osler brought in, and he has the 
residency system which Halsted introduced. 

Japanese medicine has been under German 
influence through all the years, largely I think 
because in the early days after Japan was opened 
by Commodore Perry, England was the pre- 
dominant country in the world, but the English 
people were so stuffy and so rude to the Japanese 
that they turned to the Germans. The Germans 
have had marked influence in Japan ever since, 
so their undergraduate teaching is mostly didac- 
tic lectures, with very little laboratory work and 
very little clinical work. 

Their postgraduate education is the preceptor 
system in which they train some good people 
but not very many. A professor will keep an 
assistant for twenty years till he gets to be pro- 
fessor some place else, so instead of training a 
lot of good people, as our residency system does 
here, they train relatively few. Dr. Kusama has 
introduced the American system in Keio Uni- 
versity and hopes to introduce it throughout all 
Japan. He hopes to do this by sending older 
Japanese doctors over here, who, when they go 
back, will become professors themselves and 
have some influence. The young Japanese doctors 
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they send over here, when they go back to their 
own universities, if they have some old stuffy 
professor, the old boy won’t pay any attention 
to them at all, but Dr. Kusama has the idea of 
sending some older people here who will have 
more influence when they go back. We have 
certainly got a great opportunity in that regard 
there, in my opinion. 

Now one thing Dr. Kusama has done is to 
have reduced the number of medical schools by 
half, and all the poor ones are gone; they have 
only kept the best ones. The number of gradu- 
ates each year has been reduced by more than 
half. A lot of the doctors from some of the old 
schools were simply doctors in name and the 
schools were just diploma mills, as a lot of ours 
used to be. Only in recent years have they had 
an examination for medical practice. Anybody 
could practice without taking an examination. 
Dr. Kusama has succeeded in getting a national 
law requiring examinations for Practice. He has 
also introduced a minimum entrance require- 
ment of two years of College work for entrance 
to medical schools. Formerly, one didn’t even 
have to be a grammar school graduate to go to 
some of the medical schools. So he is doing a 
magnificent job. 

The diseases in Japan are almost the same as 
they are in the rest of Asia except they have no 
cholera there, and they have no filariasis. They 
do have schistosomiasis, though, but they have 
that in the rest of Asia, too. They have a lot of 
it in the Middle East. 

Until recently they have had very few au- 
topsies in Japan because the little matter of 
face-saving keeps them from having them. If a 
doctor has made a diagnosis before death and the 
pathologist does the autopsy and finds out the 
diagnosis was wrong, then that doctor loses face, 
and there have been cases in which the patholo- 
gist, even if he found something different, would 
give the same diagnosis as the doctor had given 
before death so that doctor would save his face. 
Face-saving is still a great drawback to progress 
in the Far East. 
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Blood transfusions are little used throughout 
Asia. However, the impact of our occupation on 
Japan has been tremendous and they are giving 
some blood transfusions there now, and are 
getting their people educated to give blood for 
transfusions. Our medical officers told me that 
during the Korean war the Japanese were very 
good about giving blood for our wounded sol- 
diers, which was a very heartening thing | 
thought. 

I’d like to say a word about MacArthur. | 
asked an old Japanese what he thought of 
MacArthur’s regime, and he unhesitatingly said: 
“T think MacArthur is the greatest man of this 
century. He did exactly the right thing for 
Japan at the right time.’’ MacArthur had made 
the Peace Treaty with the Japanese in the 
Philippines, but we didn’t have a single soldier 
or sailor on land in Japan. Our fleet was in the 
harbor, Yokahama Harbor, and the question 
was whether the Japanese were going to honor 
the treaty or not. So MacArthur sent 500 para- 
troopers in. They landed at Atsugi, twenty-five 
miles from Tokyo. I have been there. Then two 
hours later MacArthur came in by plane. When 
he came in, he noticed that one of his officers had 
sidearms on. MacArthur had none. He said: 
“Take your sidearms off. If this treaty is going 
to hold, it is going to hold anyway and if it’s not 
going to hold, a few sidearms won’t help us, and 
it will look better not to have any sidearms.” 
The Japanese had agreed to have a car there for 
him, in which he was to drive to Yokahama. 
They didn’t have much of a car, they didn’t 
have much left, but they did have a car of sorts. 
He drove to Yokahama, and when he drove 
through the streets of Yokahama, huge crowds 
of Japanese were lined up with their backs to the 
street so they wouldn’t see MacArthur, a thing 
they do only for the Emperor, because they don’t 
look on anybody who is of that high station. So 
MacArthur certainly captured the imagination 
of those people right at the start, and did a 
magnificent job. If we are just as wise in our 
policy from now on, I think that we will have 
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them on our side and that we will develop them 
into a great nation. 

They are just at the point now where they can 
amount to something, certainly scientifically 
and in medicine, and I think we ought to help 
them. I like the Japanese; I got to like them the 
last time I was over there and this time too. I 
hated them during the war because I was in the 
Pacific where they were and I had no use for 
them, but I got to like them very much on both 
of these trips, and I think we can do something 
with them if we just use a little common sense— 
which I doubt very much we will do. 

The old Japanese who told me the story about 
MacArthur said: “Don’t forget though that I 
am the old type of Japanese. I’d die for the 
Emperor. The young Japanese are not that way. 
They don’t have the high regard for the Emperor 
we old Japanese do. We old Japanese would still 
die for the Emperor.”’ 

In Korea, I saw all of the military hospitals 
and a great many civil hospitals as well. Some of 
the allied military hospitals are still there. I saw 
beautifully run Swedish and German Red Cross 
hospitals in Pusan. In Taegu University, at 
Taegu, right in the middle of South Korea, they 
have a Swiss affiliated unit with the Taegu Uni- 
versity Hospital, but they are just on an ad- 
visory capacity, and they are not very happy 
about it because the Koreans don’t always take 
their advice. 

I saw mission hospitals all over Asia and they 
are all doing a perfectly magnificent job. 
Severance University, a mission university in 
Seoul, is doing a magnificent job for Korea. They 
were bombed out almost completely during the 
war, and are now moving the University outside 
of Korea to a new site which is being built now, 
and we are helping them build it. 

We are building a Memorial to the Eighth 
Army and the Memorial is not such a useless 
thing as a marble shaft. It is a 200-bed Chest 
Hospital which will be part of Severance Uni- 
versity. Pat, you’ll be interested in that. Paul 
Robinson, when he was Surgeon of the Eighth 
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Army, put that across, with the help of General 
Maxwell Taylor who was Commanding General 
of the Eighth Army at that time. 

Now I know I’ve a couple of friends here who 
won’t be satisfied if I don’t say something about 
the girls over there. If I look at some of them 
don’t anybody whistle; I’m afraid to look. Let’s 
say something about the Geisha girls. 

Anybody can have the Geisha girls, as far as 
I am concerned. I was in a Geisha house in 1948, 
and in one this time also. The girls have the most 
elaborate hair-do’s. They wear beautiful ki- 
monos. Their faces are chalked white. You sit on 
the floor in a very uncomfortable position and 
eat sukiaki, which isn’t much to talk about, and 
they fan you while you eat it. I could do without 
that also. Then they’ll sing some Japanese songs, 
which are unmusical to my ears, and do some 
Japanese dances, which are ungraceful; so they 
are just not anything at all that I want to see 
again. They do tell me, however, that these 
Geisha girls have qualities that I didn’t have an 
opportunity to explore, so I can’t talk about 
that. 

I did see though, in Tokyo, in the biggest 
theatre in Asia, a copy of a Broadway Review. 
The Japanese are great copyists. They'll copy 
anything and they pirate books all the time. For 
instance, if somebody here writes a book and 
they think it is a pretty good book in Japan, 
they will simply copy it, they pay no attention 
to copyrights at all, simply copy it and sell it 
over there. 

The Japanese Cloisonne is perfectly beautiful, 
but I understand that has been copied from the 
Chinese Cloisonne. They copy all sorts of stuff 

The review I spoke of was held in the Kokusai 
Theatre, which is the largest theatre in Asia. 
The stage was eighty feet wide and had wings 
beyond that on each side. There was also a stage 
in front of the foot-lights. They had 300 girls. 
My goodness, girls everywhere, all over the stage, 
all over the extensions, in front of the footlights, 
down through the aisles and every place. They 
sang American songs and did American dances 
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in a perfectly beautiful way. Their costumes were 
beautiful. The stage scenery was the most beau- 
tiful scenery I have ever seen except in the Folies 
Bergere, in Paris, where they do have the most 
beautiful scenery I have ever seen. They had 
only one typically Japanese scene—Kabuki 
dancing, which is a Japanese style of dancing, 
and that I didn’t go for either. I don’t think the 
Japanese have any knack for that sort of thing, 
but they did do a magnificent job of copying 
the Broadway review. The girls were very 
pretty, they were hand-picked girls. The Japa- 
nese are short people, as you know, and their 
lower extremities are not as long or as graceful 
as those of American girls or any girls of Euro- 
pean origin or as those of the Chinese. The 
Chinese girls have perfectly beautiful lower ex- 
tremities and they dress perfectly beautifully. 
I have seen them in China before this trip and I 
saw them in Hong Kong this time. Many of the 
high class Chinese girls are beautiful and they 
also have good figures. They have to have in 
order to wear the kind of clothes they wear— 
high Mandarin collars with dresses that just 
come down and fit the form without any waist- 
line at all except what comes naturally, and 
they’ve got it. 

Then these Chinese girls also wear a little slit 
in their dress, up to the knees, most of them, 
which doesn’t hide anything, and some of them 
wear the slit half way up the thigh. It is said 
that those who wear it half way up the thigh are 
immodest. Well, if they are immodest, I must 
say that ‘immodesty is not without its advan- 
tages to the innocent bystander. 

I just want to say one thing about Japanese 
homes and then I’m through. All the homes in 
Japan are small, except that the Princes and big 
government officials have large homes. Of course 
the Emperor has a huge palace with a moat 
around it. But most of the homes in Japan are 
small things, very small. The rooms are small, 
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with sliding doors and sliding windows and very 
little furniture. They sleep on the floor. 

I went to the home of a Japanese Professor of 
Surgery for dinner. His wife, who is a very pretty 
and attractive Japanese woman, and much 
taller than the average, spoke English very well. 
By the way the Japanese don’t speak English as 
much on the whole as they do in most othei 
foreign countries, because they have been under 
German influence so long. They are more apt to 
speak German than they are English, but they 
are teaching English in all the schools in Japan 
now, so I think in a few years there will be a 
great many of them speaking English. All the 
instruction in India under the British was in 
English, but now they have changed that and 
they don’t teach them English till they get to 
the high school age. As a result, a lot of them 
have been failing their examinations. Perfectly 
silly business. Just because they think they are 
free now they are going to show their inde- 
pendence by not studying the language that will 
do them more good than any other language 
they can study. 

Anyway, in this Japanese home, this nice 
Japanese wife served us our dinner (although 
we could see that there were servants in the 
kitchen), and then she sat down by her husband 
and fanned him all the time he was eating, and 
took no part in the conversation. All the rest of 
us talked and ate and had a good time. After- 
wards I asked her—I just thought I’d see what 
she’d say—I knew what the answer would be: 
“Mrs. Nakayama, why didn’t you eat with us?” 
She said: “‘Oh, Japanese custom.”’ That answered 
everything. 

I have been trying to introduce that little 
business, of having your wife serve you and fan 
you while you eat, into my own household—you 
can imagine with what degree of success! 

1214 St. Paul Street 
Baltimore 1, Maryland 
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ANNOUNCING 
THE 1958 PRIZE ESSAY CONTEST 


The American College of Chest Physicians is offering three cash awards to winners of the 
1958 Prize Essay Contest. First prize, $500.00—second prize, $300.00—third prize, $200.00. 
Each winner will also receive a certificate. 

CONTEST CLOSES ON APRIL 15, 1958 

For application and further information please write: 

AMERICAN COLLEGE OF CHEST PHYSICIANS 
112 East Chestnut Street 
Chicago 11, Illinois, U.S.A. 











ANNOUNCEMENT 


The Sister Elizabeth Kenny Foundation announces a continuance of its post doctoral 
scholarships to promote work in the field of neuromuscular diseases. These scholarships are 
designed for scientists at or near the end of their fellowship training in either basic or clinical 
fields concerned with the broad problem of neuromuscular diseases. 

Kenny Foundation Scholars will be appointed annually. Each grant provides a stipend of 
from $5000 to $7000 a year for a five-year period, depending upon the Scholar’s qualifications. 
Candidates from medical schools in the United States and Canada are eligible. 

Inquiries concerning details should be sent without delay to: 

Dr. E. J. Huenekens, Medical Director 
Sister Elizabeth Kenny Foundation 
2400 Foshay Tower 

Minneapolis 2, Minnesota 
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Joseph Kile Cowherd, M.D. 
1887-1957 


Dr. Cowherd was born at Hinton, West Vir- 
ginia, December 24, 1887. His forebearers came 
from Orange County, Virginia. When seven years 
of age, he moved to Cumberland, graduating from 
the Allegany County High School. After working 
as a drug clerk in several drug stores in Cumber- 
land, he entered the Medical College of Virginia, 
Richmond, where he graduated at the age of 21, 
the youngest member of his class. In 1909, follow- 
ing graduation, he entered the practice of medicine 
at Elk Garden, West Virginia; later moving to 
Cumberland, where he practiced until his death. 
His practice consisted mostly of obstetrics and 
pediatrics. 

In August, 1919, he enlisted in the United States 
Army, as a First Lieutenant in the Medical Corps 
and was promoted to a Captaincy before the Armi- 
stice was declared. He returned to civilian practice 
on January 21, 1919, in Cumberland. He leaves a 
wife and one daughter. 

Dr. Cowherd was a member of the Staff of both 
Sacred Heart Hospital and Memorial Hospital, in 


* A. S. Chalfant, Chairman. 


Cumberland, and a member of the Odd Fellow and 
Elks lodges. His church affiliation was with the 
Episcopal Church. 

LeEsLtrE E. DaucHerty, M.D. 


John Ashbury Watson, M.D. 
1871-1957 


Dr. John Ashbury Watson, one of the pioneer 
general practitioners in America, passed away at 
the age of 86, at his home, 215 North Pennsylvania 
Avenue, Hancock, Maryland. 

He was born in Hancock in 1871 and attended 
Starling Medical College, Columbus, Ohio, and 
Baltimore Medical College, Baltimore, Maryland. 
In 1902, he opened an office at Piney Plains, in 
Allegany County; later moving to Frostburg, where 
he practiced for five years. Returning to Piney 
Plains in 1907, he continued to practice until he 
retired in 1953. Eastern Allegany County pre- 
sented him with a watch, as a token of his long 
service to the community on the forty-second wed- 
ding anniversary of Doctor and Mrs. Watson. 

Dr. Watson was a Mason and Shriner. He leaves 
a daughter and one son. Mrs Watson lives in the 
family home at Hancock, Maryland. 

LESLIE E. DAUGHERTY, M.D. 








CORRECTION 


In the August 1957 issue of the Maryland State Medical Journal the date of the late Dr. 
David Weis birth date was given as 1891. This was in error. Dr. Weis was born March 29. 
1910, and was 46 years of age at the time of his death. The Journal regrets the error. 
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Component Medical Societies 








ALLEGANY-GARRETT 
COUNTY MEDICAL 
SOCIETY 
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LESLIE E. DAUGHERTY 


Journal Representative 





GEORGE’S CREEK MEDICAL SOCIETY 
BRANCH OF 
ALLEGANY COUNTY MEDICAL 
SOCIETY 


1909-1918 


On February 9, 1909, a business meeting of the 
Allegany County Medical Society was held. Resolu- 
tions were offered and adopted that a branch of the 
Allegany County Medical Society composed of 
those physicians living in the George’s Creek region, 
to be known as the George’s Creek Branch, would 
be established, and those that lived in the Cum- 
berland area would establish a Cumberland Acad- 
emy of Medicine. The two new Societies would 
have separate officers, apart from the Allegany 
County Medical Society and have separate meet- 
ings at weekly intervals. Together, they would 
meet four times a year. The Annual Meeting was 
held in Cumberland the first year. The second 
winter Meeting was held in Frostburg, the spring 
Meeting in Lonaconing and the summer Meeting, 
in Deer Park. 

At the next Annual Meeting of the Allegany 
County Medical Society, the entire Society was 
entertained by a banquet at the Queen City Hotel, 
in Cumberland. The Cumberland Academy of 
Medicine was the host. 

To become a member of the Allegany County 
Medical Society from the George’s Creek area, a 
doctor had to belong to the George’s Creek Medical 
Society first. 

In 1915, Garrett County Medical Society merged 
with the Allegany County Medical Society and 
since that time the Allegany-Garrett County 
Medical Society has been known as the Component 
Medical Society. 


The George’s Creek Medical Society was aban- 
doned in 1918, and the Cumberland Academy of 
Medicine was abandoned in 1923. Since that time, 
there have been continuous uninterrupted meetings 
by the Allegany-Garrett County Medical Society. 





ist. Row—left to right; Drs. J. H. Carpenter, W. Q. Skill- 
ing, C. J. Fazenbaker, A. H. Hawkins, guest; T. C. Griffith, 
F. T. DeNauley, T. Conroy, S. A. Boucher, Mr. J. Taylor, 
guest. 

2nd. Row—left to right; Drs. J. C. Holdsworth, J. M. 
Price, F. P. O’Neil, A. B. Kalbaugh, F. L. Clymer, W. O. 
McLane, Sr., J. O. Bullock, G. L. Lininger. 


GEORGE’S CREEK MEDICAL SOCIETY 


Dr. Movutp Joss Dr. HopceEs 1n 
CUMBERLAND 


Dr. L. Louis Mould has moved to Cumberland 
and entered the practice of obstetrics and gyne- 
cology, in association with Dr. W. Royce Hodges. 
Dr. Mould is on the teaching staff at the University 
Hospital, Baltimore. Before coming to Baltimore, 
Dr. Mould’s home was in Orillia, Ontario. He 
graduated in Medicine from Queens University, 
Kingston, Ontario; served his internship at Queens 
University Hospital and took his subsequent post- 
graduate training at the Royal Victoria Hospital, 
McGill University, Montreal; the Baltimore City 
Hospital, and Mercy Hospital, Baltimore. 
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During the past year, he has been associated 


with Dr. Frank Kaltreider of the Department of 
Obstetrics and Gynecology at the University Hospi- 
tal. He is a member of the Obstetrical and Gyne- 
cological Society of Maryland. 


PERSONALS 


Dr. Leo H. Ley, Jr., Cumberland, attended the 
42nd International Medical Assembly of the Inter- 
state Post Graduates Medical Association, held in 
Chicago. . 

Dr. Calvin Y. Hadidian, chest surgeon in Cum- 
berland, began a series of monthly discussions of 
the Lung and Bronchi. These were held at the 
Memorial Hospital Nurses’ classroom. 


Facts ON PHYSICIANS 


In Hartford County, Connecticut, one out of 
eight of the physicians who died between 1940 and 
1953 was in debt at the time of death. One out of 
three physicians left no will. Heart diseases and 
cerebral hemorrhage were the chief causes of death 
and only one doctor in eight survived his wife. 


BALTIMORE CITY MEDICAL 
SOCIETY 


CONRAD ACTON, M.D. 


Journal Representative 


The Constitution and By-laws came in for a 
thorough review at the meeting of the Executive 
Board on September 4th. Various amendments 
and the reasons behind them were discussed and 
arranged in a form to be presented at the October 
meeting of the City Society. These, of course, are 
to be mailed to the membership prior to the October 
meeting. 

“Asiatic” Influenza much in the forefront of the 
news, was pointed up by a letter from the American 
Medical Association, wanting to know what plans, 
if any, were being formulated to cope with the ex- 
pected epidemic. It was moved that contact should 
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be made with Dr. Huntington Williams, Dr. 
Theodore Woodward, and others interested in in- 
fectious diseases to scan the basic ideas necessary 
for the formulation of plans. It was felt that this 
was a field in which the Civil Defense setup might 
be well exercised. 

Dr. J. D. B. King wrote a letter complaining 
that no drug stores were remaining open at night 
and that, in a recent emergency, he had been un- 
able to obtain a drug that he needed. This problem 
of the night closing of drug stores has been dis- 
cussed previously. It was referred to the Inter- 
professional Relations Committee for opinion. 

At the request of the Baltimore Zoning Com- 
mission, the City Medical Society Zoning Com- 
mittee that so successfully secured the passage of 
the ordinance dealing with doctors’ offices in the 
St. Paul Street area was reappointed with Dr. 
Wetherbee Fort as chairman. This committee is 
to formulate standards of necessity, magnitude, 
location, etc., for doctors’ facilities. 

The State Faculty notified the City Society that 
a Councillor-advisor, in the person of Dr. Warde 
B. Allen, had been appointed. The Board was a 
little unused to having such a councillor. Older 
members present recalled that before the war such 
councillor-advisors had been appointed as a means 
of liaison between the State Society and its com- 
ponents. They had been quite active in the pre- 
war era, but due to gas rationing and other things 
their function had apparently been allowed to 
lapse. The Board was delighted that Dr. Allen had 
been designated and looked forward to his liaison 
with much interest. 

Our legal advisor, Mr. G. C. A. Anderson sub- 
mitted his opinion regarding the Sadlac Bill. He 
suggested that it would be unwise officially to en- 
dorse the bill because of possible repercussions re- 
garding our tax exempt status. The Executive 
Board concurs. 

The Executive Board met with the Baltimore 
City Medical Society delegates to the State Society 
in anticipation of the Semiannual Meeting of the 
Faculty 20 September 1957. The views of the 
Executive Board regarding proposed issues and 
amendments to be brought up at Ocean City were 
discussed. 
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FREDERICK COUNTY MEDICAL 
SOCIETY 


LOUIS R. SCHOOLMAN 


Journal Representative 


The society “activated” during July and August. 
[t has been awakened with a start for its September 
meeting has an agenda packed with controversial 
matters. I fully expect the sparks to fly. However, 
‘he meeting time is beyond the due date of this 
note, so my readers will have to await with bated 
breath my next communication. 

In my last letter I told of the imminent arrival of 
unother surgeon. I can now report that Dr. G. Ross 
Brinkley has now opened an office for the practice 
of obstetrics and gynecology. That makes a total 
of three men who confine their practice to Obstet- 
rics and its collaterals. Someone has made a bullish 
projection of the birth rate. 
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MONTGOMERY COUNTY MEDICAL 
SOCIETY 


JOHN J. CURRY 
Journal Representative 


The Montgomery County Medical Society had 
its first regular monthly dinner-business meeting of 
the fall season on Tuesday evening, 17 September, 
at Norbeck County Club. 

Guest speaker for the Scientific Session was 
Doctor Geoffrey Edsall, Chief of the Department 
of Immunology, Army Research Center, Walter 
Reed Army Medical Center, Washington 12, D. C., 
who spoke about the “Problem of Asiatic Flu.” 

The Society will have its annual ‘Black Tie’ 
dinner dance at Woodmont Country Club, Tuesday 
evening, 19 November 1957. 
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| DIABETES DETECTION WEEK 
NOVEMBER 17-23, 1957 


The Medical and Chirurgical Faculty, in cooperation with the American Diabetes Associ- 
| ation, announces the week of November 17-23, 1957, as Diabetes Detection Week. 

During this week, through the facilities of the press, radio, television, and your local and 
State Health Department, the citizens of Maryland will be encouraged to visit their physi- 
cians to be tested for Diabetes. During this week the City and County Diabetes Committees 
will conduct tests without charge and you are invited, if you so desire, to refer patients for 
this testing. 


DIABETES COMMITTEE 
MEDICAL anp CHIRURGICAL FACULTY 
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Health Departments 





BALTIMORE CITY HEALTH 
DEPARTMENT 


The Asian Influenza 


Early in October the Commissioner of Health 
made a public statement on the Asian influenza. 
The role of a prophet is a difficult one. The text 
of the statement is as follows: 

Writing this in mid-September, there is an op- 
portunity only to give a view of the Asian in- 
fluenza as it appears now to one local health officer, 
and the picture is unstable. There is a pandemic of 
mild influenza. The symptoms as reported may 
include fever to 102° or 103° F., headache, sore 
throat, cough, muscle aches and general malaise. 
Often there is a history of direct exposure, some- 
times in fairly large groups. The incubation period 
is about 36 hours, duration of illness three to five 
days more or less, followed by weakness. Fatalities 
are very rare. 

Then the puzzle begins. To order the new mono- 
valent Asian influenza vaccine or not to do so? To 
inoculate or not to do so? Persons sensitive to egg 
may get fairly brisk reactions, others perhaps less 
so. The reaction could be more severe than the 
present mild disease. Will the Asian influenza be- 
come more severe? On August 23 Surgeon General 
Leroy E. Burney of the U. S. Public Health Service 
was quoted as saying “There is no reason to’ be- 
lieve it will change”. Yet the 1918 pandemic was 
preceded by a mild form. How much protection will 
a first dose of vaccine give, and will the protection 
last long’ enough to be helpful when needed? A 
second dose? 

With so many unknown factors the best that 
can be done at this time is to stand by and watch 
what may develop. Throughout the country the 
problem is being studied carefully and advisory 
medical and public health groups are at work. 
Physicians will be guided by their advice and that 
of their state and local health departments. In 
Maryland the Advisory Committee on Influenza to 
the State Department of Health, under the chair- 
manship of Dr. Theodore E. Woodward, Professor 
of Medicine at the University of Maryland School 


of Medicine, met on August 8, 22 and 30 and may 
even meet again before this reaches you. The 
Committee reviewed the mild nature of the present 
disease and expressed its reluctance to recommend 
widespread vaccination of the general public. It cid 
recommend that steps be taken at once to prepare 
for the vaccination of essential personnel, such as 
hospital workers, chronically ill or aged persons 
living under crowded conditions, and essential oc- 
cupational groups such as policemen and firemen. 

To write more at the present time does not ap- 
pear to be profitable. The reader is encouraged to 
remember that when he reads this the picture may 
be quite different. It may well change with the 
advent of cold weather. Some students feel we may 
be heading for just a normal winter’s experience 
with a virus that has had an unusual amount of 
international notoriety. But who can tell what the 
picture may be three months or six months or a 
year from now? 


Hetil Wilbcxsue-, NP 
Commissioner of Health 


STATE DEPARTMENT OF HEALTH 
Poison Control Centers 


Poison Control Centers which were established 
under the auspices of the Maryland Chapter of the 
American Academy of Pediatrics have been oper- 
ating for more than a year and a resume of the 
findings has been released. This report* is in agree- 
ment with other published material in many re- 
spects. 

1. Incomplete reporting. Reported incidents prob- 
ably comprised only a fraction of accidental poison- 
ings which occurred. Most of the reports from 
Poison Control Centers resulted from cases who 
sought treatment at these locations. 

2. Age, sex and color. Children under 5 formed 
the bulk of accidental poisoning cases. Males ex- 
ceeded females; white children exceeded non-white. 


* Copies available on request to State Health Departmen. 
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3. Substance. The type of substance ingested 
was medicine more often than any other prepara- 
tion. The medicines were chiefly internal. Of these, 
aspirin was consumed most frequently. Cleaning, 
polishing and sanitizing agents formed the second 
largest group; petroleum distillates and pesticides 
were about equal; a variety of other items were 
involved. 

4. Fatalities and hospitalization. The number of 
deaths constituted a very small proportion of total 
poisonings reported. Fatalities were due to poisons 
contained in household agents. Two of the fatalities 
were due to substances containing hydrocarbons. 
Materials with this ingredient caused poisonings 
which required more days of hospital care than any 
other kind of substance. 

It is because young children have been the most 
frequent victims of accidental poisoning that the 
problem has aroused concern among many pedi- 
atricians. The undertaking which resulted from 
their organized efforts can be helpful to general 
practitioners and others in treatment of these cases. 


RESOURCE FUNCTION 


The American Academy of Pediatrics has sup- 
plied each Poison Control Center with resource 
material as to the toxic ingredients contained in 
numerous chemicals which may be found in house- 
holds today. Efforts are being made to provide 
supplemental information so that this material is 
kept current. This process is complicated and ex- 
pensive. New products are frequently changed; 
synthetics and new chemical discoveries are utilized 
in these products; sometimes knowledge is lacking 
regarding poisonous qualities or effective remedies. 
Manufacturers are often reluctant to divulge the 
constituents of their materials for they regard these 
as trade secrets. They have cooperated with physi- 
cians who sought information for emergency treat- 
ments; but seeking direct information-at such times 
is usually complicated, inconvenient, expensive, 
and sometimes too late, even when it is possible to 
obtain. 

Without knowledge of toxic ingredients it is 
impossible to determine the exact treatment in- 
dicated, possible residual effects or other complica- 
tions which may be anticipated. Adequate informa- 
tion regarding the chemicals involved reveals the 
toxic agents, methods of absorption, effective 
antidotes, recommended treatments and contra- 
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indications thereby increasing the physician’s 
armamentarium in handling these cases. 

As is shown in the report, there were 18 in- 
stances when Poison Control Centers made addi- 
tional facts available to physicians regarding poisons 
ingested during the past year. Substances ingested 
on these occasions included dye, ink, paint remover, 
ceramic flux, pesticides, bleach, deodorant, dandruff 
remover, suppositories and various internal medi- 
cines. One of the problems facing the Poison Con- 
trol Center has been that of making such knowl- 
edge available on a 24 hour basis. As mentioned in 
the report the accidental poisonings can occur at 
any hour of the day or night. 


ROLE OF PHYSICIANS 


While pediatricians are specifically concerned 
with care of children, theirs is not the sole re- 
sponsibility in prevention. The type of substance 
most often ingested was medicine. When prescrib- 
ing for patients all physicians traditionally exercise 
great care as to accurate dosage and explicit direc- 
tions regarding amount of medicine to be taken, 
time and method of administration. Sometimes 
these instructions include watching for symptoms 
indicative of hypersensitivity. Seldom are warnings 
included regarding the possibility of poisoning from 
medicines, the dangers inherent in medicines being 
taken by others (sometimes for conditions lay 
people regard as “the same” ailments) or recom- 
mendations made for disposition of remaining 
quantities of medicine ne longer needed for a defi- 
nite illness. 

Knowledge of his patients and understanding of 
child development enhance the physician’s position 
in this educational program. Families of different 
socioeconomic levels may need cautioning against 
different types of preparations that they have not 
considered from the standpoint of being harmful; 
but families at all levels have been affected by this 
problem. 

By preventing one case of poisoning it may be 
possible to prevent several; to save the life of 
another’s child, or possibly of our own. 


ecient, Nien Pe, 


Director 
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m = meningitis, other than meningococcal. 
48 cases of Asian influenza with onsets in October confirmed. 
* Total includes cases reported by State Institution. 
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THE NEW BLUE SHIELD PROGRAM 


DENWOOD N. KELLY* 


Blue Shield Plan B, the new higher benefit 
program, is now being sold to members of a number 
of Blue Cross-Blue Shield groups. As time goes on, 
you will find that an increasing number of your 
patients will be entitled to benefits under the new 
Plan. Here is a brief summary of its scope, its 
benefits and its availability to the public. 

In scope, Plan B is similar to the Standard Plan 
with which you are all familiar and which is now 
designated as Plan A. The services provided are 
essentially the same, although the fees, or benefits, 
for the specific services have been increased ma- 
terially. Surgical fees have been increased by an 
average of a little over 40%; under Plan A, the 
maximum single surgical benefit is $225, while 
under Plan B this maximum is $340. Medical 
benefits (for in-hospital medical care) have been 
increased also. Under Plan A, $15 is provided for 
the 1st day of care, $5 each for the 2nd and 3rd, 
and $4 per day for the 4th through the 30th days. 
Under the new Plan B, the amounts are $20 for 
the 1st day, $8 each for the 2nd and 3rd days, and 
$6 for the 4th through the 30th days. The benefit 
for intensive medical care has been increased from 
$25 to $35 and an increase from $15 to $20 has 
been made in the surgical assistant’s fee. The 
benefits for consultation services under the new 
Plan will follow the pattern established by MEDI- 
CARE in that a $15 fee will be allowed for a minor, 
or single-system consultation, and a $30 fee for a 
major, or multi-system consultation. Anesthesia 
benefits will be computed as before, but with a 
minimum benefit of $15 and maximum benefit of 
$60; benefits will be substantially higher with the 
increase in surgical fees. Also a benefit of $15 is now 
available under the new Plan for anesthesia services 
in connection with normal vaginal deliveries. 

Two other new benefits, small in individual 
amount but very high from the standpoint of fre- 


* Assistant Director, Maryland Medical Service, Inc. 
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quency of use, have been added under this new 
program. A fee of $15 for the first in-hospital visit 
by a pediatrician to a newborn child will be pro- 
vided as long as the physician providing the pedi- 
atric service is not the one who delivered the child. 
A benefit of $15 has also been provided for the cir- 
cumcision of the newborn. These two benefits and 
that for obstetrical anesthesia, at least for the pres- 
ent, are available only under the new Plan B 
program. 

This new program will be on a service benefit 
basis to individuals whose incomes are not in excess 
of $4,500 per year and to families whose total family 
incomes do not exceed $7,000 per year. You will 
recall that the income levels for Plan A are $3,000 
and $4,000, respectively. 

Our enrollment staff is currently offering this 
new program to prospective new groups as well as 
to the many groups already in existence. If em- 
ployee participation is such that a Blue Shield 
group can be formed, the individual members may 
choose either Pian A or Plan B, as they desire. We 
are encouraging subscribers to choose the Plan 
which is indicated by their incomes. Even at this 
early stage, we have found that there is considerable 
interest in it and we anticipate a general public 
acceptance of the program. Until we have accumu- 
lated sufficient experience on which to base proper 
rates, the higher benefit Plan will not be offered to 
non-group subscribers. However, our aim is to do 
sO as soon as practicable. 

The cost of the new Plan obviously must be 
somewhat higher than that of Plan A. So that you 
can compare them the monthly group subscrip- 
tion fees for the two Plans are tabulated below. 








Membership | Plan A Plan B 
eS et eee eT Pe | $1.00 $1.60 
Husband & Wife............. 2.30 4.10 
Pen sons Oi Bae | 3.40 5.20 





Don’t hesitate to call the Blue Shield office if you 
have specific questions about the new program. 











Ancillary News 








NURSING SECTION 


M. RUTH MOUBRAY, R.N., Executive Secretary, Maryland State Nurses 
Association, Journal Representative 


NATIONAL LEAGUE FOR NURSING 
EXPANDS SERVICE TO COLLEGE 
NURSING PROGRAMS 


Extension of services to help strengthen college 
programs in nursing, with special emphasis on im- 
proving and expanding masters and doctoral edu- 
cation for nurse administrators and teachers, has 
been announced by the National League for Nurs- 
ing, New York. The project is financed by a three 
year grant from the W. K. Kellogg Foundation, 
Battle Creek, Michigan, and becomes a part of the 
activities of NLN’s Department of Baccalaureate 
and Higher Degree Programs. 

Jean H. Campbell, R.N., Ed.D., former professor 
of education at the New York University and lec- 
turer in the nursing science program at Queens 
College, Brooklyn, has been appointed assistant 
director of NLN to undertake the program. She 
will participate in consultation and accrediting 
activities for baccalaureate degree as well as for 
graduate education for nursing. 

Miss Campbell states that the preparation of 
teachers, administrators and other top personnel. is 


one of the most serious problems facing professiona| 
nursing. The NLN estimates that enrollments in 
nursing schools preparing basic nursing students 
must expand 20 per cent to 30 per cent annually if 
enough nurses are to be prepared to take care of a 
growing population. The shortage of faculty ade- 
quately prepared to teach nursing students is a 
major drawback to the expansion of nursing schools. 

Also, the spread of nursing activities in hospitals 
and health agencies to practical nurses and auxiliary 
workers has placed new supervisory and manage- 
ment responsibilities on professional nurses for 
which many need education at the graduate level. 
More than half of the hospital nursing workers 
today are practical nurses and auxiliary personnel. 

Currently around 5,500 students graduate an- 
nually from baccalaureate degree nursing programs, 
some 600 from masters study and only a few from 
doctoral programs in nursing. To meet the needs 
for college prepared nursing personnel, enroll- 
ments must be tripled in bachelors degree programs 
and quadrupled in graduate study, according to 
Miss Campbell. 
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INSURANCE PLANS WITH CLOSED-PANEL ASPECTS 


The Baltimore County Medical Association submitted the following resolution to the 
House of Delegates and this body approved it at its meeting in May 1957: 

WHEREAS, IT HAS COME TO THE ATTENTION OF THE BALTIMORE COUNTY 
MEDICAL ASSOCIATION THAT SEVERAL INSURANCE PLANS WITH CLOSED- 
PANEL ASPECTS ARE BEING CONSIDERED BY ORGANIZATIONS WITHIN 
THE STATE OF MARYLAND WHICH ARE NOT PHYSICIAN SPONSORED, 
AND 

WHEREAS, THE BALTIMORE COUNTY MEDICAL ASSOCIATION SUPPORTS 
THE PRESENT, PROPER PATIENT-PHYSICIAN RELATIONSHIP ON A FEE- 
FOR-SERVICE BASIS AND FAVORS ITS CONTINUANCE, THEREFORE 


BE IT RESOLVED THAT THE BALTIMORE COUNTY MEDICAL ASSOCIATION 
RESPECTFULLY REQUEST THE MEDICAL AND CHIRURGICAL FACULTY OF 
MARYLAND TO BRING THIS MATTER TO THE ATTENTION OF THE ENTIRE 
MEMBERSHIP FOR THEIR CONSIDERATION. 





























Book Reviews 








Acknowledgment of all books received will be made in this column, and this will be deemed by us 


as full compensation to those sending them. 


Orthopedic Surgery in the European Theater of 
Operations. Edited by Dr. Mather Cleveland, formerly 
the Senior Consultant in Orthodepic Surgery, European 
Theatre, is one of a series published under the direction 
of the Surgeon General, recording the history of the 
Medical Department of the United States Army in 
World War II. 


The volume is divided into three parts, part one 
unfolding the creation of the consultant staff, the opera- 
tion of the Hospital Centre plan, and the thoughtful, 
detailed planning for the care of battle extremity injuries, 
from the front lines to the fixed hospital centers of the 
interior. 

Part two depicts the careful assignment of the limited 
professionally trained orthopedic personnel, and the 
employment of uniform battle tested clinical principles 
and practices which made possible the maintenance of 
the high standards of care in the gigantic task of treating 
over 250,000 wounded and injured in action. 

The experiences afforded by the war, plus the alert- 
ness and tireless efforts of the consultants responsible 
for the development and application of the principles 
and practices of the Orthopedic care of compound frac- 
tures has settled a problem that, prior to the war, was 
varied and unsatisfactory. Dr. Mather Cleveland writes 
with authority, and his directives, which evolved after 
careful evaluation of many practices and principles, 
have brought about a standard form of surgery in this 
particular field of Orthopedic Surgery. 

The third section of the volume contributed to largely 
by Dr. Marshall R. Urist is devoted to the treatment and 
high incidence of various unusual traumatic regional 
injuries to'the shoulder, hip, and knee joints, afforded 
by the circumstances of war. The principles of the treat- 
ment employed for these injuries do not basically differ 
from those employed in civilian practice. 

In summary, this historically interesting book describes 
many of the Orthopedic Surgical experiences gained 


* The reviews here published have been prepared by com- 
petent authorities and do not represent the opinions of any 
official bodies unless specifically stated. 


through World War II, which in part, at least, have 
served to standardize the principles of the treatment 
of traumatic extremity injuries. The volume is highly 
recommended to all surgeons. The knowledge of the 
data contained in this book should be an integral part 
of the education and training of everyone working in 
the field of traumatic or Orthopedic Surgery. 
H.-A.4. 


Vegetable Oils in Nutrition. By Dorothy M. Rath 
mann, Ph.D., 70 pages; 21 x 15 cm. Corn Products Refining 
Company, 17 Battery Place, New York 4, New York, 1957. 


This volume of 48 pages of text and 20 pages of 
references is offered as a review of the literature on the 
composition and quantities of fat in the human diet. 
The monograph.ds a whole tends to bring to the front 
again, in fairly close juxtaposition, many scattered 
bits of knowledge that are available throughout the 
literature. Its five sections are concerned respectively 
with: the role of dietary fat, the nature of fats, effects 
of diet on tissue lipid composition, the essential fatty 
acids, and human requirements. 

While essentially factual, with a number of charts 
and the usual diagrams, it is slanted definitely towards 
corn oil as a valuable food source and its freedom from 
cholesterol. A page is devoted to Mazola corn oil. 

The tremendous gaps in our knowledge of the fats in 
nutrition is nowhere better pointed up than in the 
various author’s attempts to correlate cause and effect. 
Many of the reported metabolic “studies” impress this 
reviewer as being “metabolic pinball” procedures. One 
factor in a diet is controlled and one area of the experi- 
mental animal is observed, regardless of what may 
happen at other levels of both factor and animal metabo- 
lism. This may have been fine for broad, fundamental 
factors in Claude Bernard’s time. It seems rather absurd 
as a method of pinpointing biochemical processes and 
shifts of equilibrium. Fat metabolism involves too many 
factors for any but good IBM type of control. The little 
monograph may offer a starting point for a beginner 
who wishes to hear about fat metabolism. 

C.'B.. A. 
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HAPPY CHRISTMAS 


Are 
you will- 
ing to forget 
what you have done 
for other people and re- 
member what other people have 
done for you: to ignore what the world 
owes you and to think what you owe 
the world; to put your rights in the back- 
ground and your duties in the middle distance, 
and your chances to do a little more than 
your duty in the foreground: to see that 
your fellow-men are just as real as you 
are and try to look behind their faces 
to their hearts hungry for joy: to own that 
probably the only good reason for your exist- 
ence is not what you are going to get out of life, 
but what you are going to give to life: to close 
your book of complaints against the universe 
and look around you for a place where you 
can sow a few seeds of happiness—are you 
willing to do these things even for a day? 
Then you can keep Christmas! Are you 
willing to stoop down and consider the needs 
and the desires of little children: to remember the 
weakness and loneliness of people who are growing old: 
to stop asking whether your friends love you, and ask your- 
self whether you love them enough to bear in mind the things 
that others have to bear on their hearts: to try to understand 
what those who live in the same house with you really want 
without waiting for them to tell you: to trim your lamp so that 
it will give more light and less smoke: to carry it in front, so that 
your shadow will fall behind you: to make a grave for your ugly 
thoughts and a garden for your kindly feelings with the gate open— 
are you willing to do these things, even for a day? Then you can keep 
Christmas! Are you willing to believe that love is the strongest 
thing in the world—stronger than evil, stronger than death 
and that the Blessed Life which began in Bethlehem 
so many years ago is the image and brightness 
of the Eternal Love? Then you 
can 
keep 
Christ- 
mas! 
And 
if one 
day, 
why 
not always? 


Henry Van Dyke 
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CONSTITUTION AND HANDBOOK* 


This last year our Auxiliary has re-written our 
constitution so that legally there would be no im- 
pediment, according to this document, to our in- 
corporation as an eleemosynary society—non-profit, 
charitable and, above all, educational! However, we 
have not taken the step of incorporating because 
we might possibly be “accused” of “trying to in- 
fluence legislation” which would exclude us. This 
does seem odd when we know of big organizations 
of women which by claiming to be “bipartisan,” 
although adhering rigidly to the tenets of one party 
only and an anti-American party at that, have 
succeeded in becoming incorporated as “‘eleemos- 
ynary” even though every piece of their literature 
calls for political ‘‘action” definitely designed to 
influence legislation. 

In the meantime we pay taxes on all of our 
charitable health work. Since our members, as 
citizens, certainly are free to act politically as they 
choose, a solution to this dilemma may be for the 
Auxiliary not to act as a group on legislation and 
only advise members to act as individuals. How- 
ever, we in Maryland, decided that to silence the 
organization just to save taxes on our charities, 
was to sell our birthright for a mess of pottage. 

This year we have written a State Handbook 
and a City Handbook which has a page for each 
officer and chairman giving hints, warning of things 
due, a calendar of events, and a blank page on 
which to make her own running notes, changes, 
suggestions, etc., for her particular office. 

These handbooks, incorporated in_loose-leaf 
covers, marked on the front with the office or 
chairmanship, are passed on at the end of the year 
to one’s successor and constitute a sort of informal 
school of instruction and “cook book” directions to 
the brand new officers and chairmen. 

Our revisions chairman headed the Committees 
that worked on both constitution and handbook 
and used past presidents as committee members 
because of their knowledge of the workability of the 
constitution and also of the work of all committees 
and officers for the handbook. 


SAFETY 


We are becoming more accident-prone, because 
living is becoming more hazardous from birth to 


* Mrs. George H. Yeager, Revision Chairman. 
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death. The home, which should be a man’s castle, 
is his most treacherous source of danger. Home is 
where safety should begin and where it is needed 
most. First of all, we must have a consciousness of 
the need to practice safety by each member of the 
family; we should teach our children the hazards 
in matches, electrical outlets, tools, hot foods and 
liquids and, finally, poisons. A brief check in our 
homes may reveal an astonishing number of danger 
signals. 

Safety at school can be achieved only if every 
student is safety minded. Last year there were 
three million days of absence from school, due to 
accidents, and more than five thousand accidental 
deaths of boys and girls under fourteen years of 
age. Schools are beginning to practice techniques 
for the protection of their pupils. Through the ef- 
forts of the National Safety Council, many devices 
are being used to save the lives of our school chil- 
dren. Some of these are the patrol system, student 
safety councils, driving training programs, and bicycle | 
rules. Let us do our part by developing a safety pro- 
gram at home where our children’s attitudes are 
molded. The key words are: 


Caution Courtesy Common Sense 


Prevention 


Industry has cut its death rate 30 per cent, but 
in all other walks of life it is rising. 

In the past it seems the problems of traffic safety 
were left to traffic engineers, law enforcement 
officials and a few dedicated people. By and large, 
women were not too concerned. It was probably 
because of the fact that women did not drive the 
family automobile much and did not concern them- 
selves with things outside their homes. 

Today we have approximately 70 million drivers | 
on our roads and of these 21 million are women. | 

Today the modern woman is interested in all | 
major issues, both foreign and domestic, and she is | 
especially concerned with things which affect her | 
home and community. . 

A community can be as safe as those who live | 
there demand it to be, and women can do much } 
toward developing a safety program. 

Medicine has a direct responsibility in this auto- [ 
motive age—the scourge that kills more than 90,000 f 
people a year and injures more than 9,000,000 f 
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others in accidents, on the streets and highways, in saving lives but, because of their position, can be 
our homes, at work and during our recreational leaders in a community safety movement. 


pursuits. Our responsibility is on the side of posi- 
tive prevention. 


The Medical Auxiliary is richly endowed with 
“Back the Attack” 


talented and capable women who can not only 
contribute the “know how” to the gigantic job of Will you do your part? 


Nationwide an all out war has been declared on 
traffic accidents. It is called 





| DEAD WOOD? 


You’d be surprised the ideas our ancestors had but were overlooked or forgotten. 


Discover this for yourself by reading in your Library. 








THE WOMEN’S MEDICAL SOCIETY OF MARYLAND 


Thursday, December 5, 1957, 6:30 p.m. 
Dr. Frances Trimble, Secretary 


| ID 5-7760 


Johns Hopkins Club 














Coming. Meetings 








DECEMBER 1957 
BALTIMORE CITY MEDICAL SOCIETY 








Friday, December 6, 1957, 8:30 pm. | 1211 Cathedral Street 
MARYLAND SOCIETY OF ANESTHESIOLOGISTS 
Monday, December 2, 1957, 8:00 p.m. 1211 Cathedral Street 





WOMAN’S AUXILIARY TO THE BALTIMORE 
CITY MEDICAL SOCIETY 





Friday, December 6, 1957, 8:00 p.m. > 1211 Cathedral Street 
RADIOLOGICAL SECTION, B.C.M.S. 
Tuesday, December 10, 1957, 5:00 p.m. Johns Hopkins Club 





PATHOLOGY SECTION, B.C.M.S 


Monday, December 16, 1957 
Dinner 6:15 p.m. Sinai Hospital, Baltimore 


_ Scientific Meeting 7:45 p.m. 


JOINT COMMITTEE ON MATERNAL MORTALITY, 
CITY HEALTH DEPT. AND B.C.M.S. 


Thursday, December 19, 1957, 4:00 p.m. 1211 Cathedral Street 








All meetings are held in the Medical and Chirurgical Faculty Building, 1211 Cathedral Street, Baltimore, 
Maryland, unless otherwise designated. 


| SYMPOSIUM ON TRAUMA AND CANCER 
Under Auspices, Joint Committee 
MEDICAL and CHIRURGICAL FACULTY 
with the 
BAR ASSOCIATION on MEDICOLEGAL PROBLEMS 
Wednesday, November 20, 1957, 8:00 P.M. 
Osler Hall, 1211 Cathedral Street 


Baltimore, Maryland 


Participants to be announced 
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